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gastric mucosa in the small 
intestine is extremely rare except for its oc- 
currence in remnants of the omphalomesenteric 
duct (Meckel’s diverticulum). In the literature 
we have been able to find only 3 reported cases of 
ectopic gastric mucosa in the small intestine below 
the duodenum that were not associated with rem- 
nants of the vitelline duct. Two of these lesions 
occurred in the ileum and the third was found in 
the first portion of the jejunum. The first case 
was reported in 1912 by Poindecker,* who found 
a nodule composed of gastric epithelium contain- 
ing both chief and parietal cells in the ileum of 
a girl of nine with symptoms of ileus. In 1927 
Taylor’ reported the second case of ectopic gas- 
tric mucosa in the ileum of a male child seven- 
teen months of age with ulceration and death from 
hemorrhage. The heterotopic epithelium in this 
case also contained both chief and oxyntic cells. 
The lesion was found to be on the mesenteric 
border of the ileum, which, as Taylor concluded, 
is evidence against its being connected with a 
Meckel’s diverticulum. The only reported in- 
stance of gastric mucosa occurring in the jejunum 
that we have been able to find in the literature 
was recorded by Barték* in 1932. In his case a 
nodule was found protruding from the serosal sur- 
face of the first portion of the jejunum in the course 
of a laparotomy for gastric ulcer. Histologically 
the nodule was described as containing both gas- 
tric epithelium with chief and parietal cells and 
islands resembling pancreatic acini. The tumor 
involved all layers of the intestinal wall, although 
no specific mention is made of the condition of 
the overlying mucosa. In view of the rarity of 
this condition, and the fact that we have had 
the opportunity to observe a case unlike any that 
has been previously recorded in the literature, we 
report the following case. 


*Surgeon-in-chief, First Surgical Service, Boston City Hospital. 


tInstructor in pathology, Tufts College Medical School; first assistant 
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CASE REPORT 


J. B., a 7-year-old girl, was seen in consultation* by one 
of us (A. R. K.) because of recurrent attacks of severe 
paraumbilical pain associated with nausea and vomiting 
since the age of 3. She was born at full term after a 
normal pregnancy, the fifth child in a family of nine. 
Her weight at birth was 8%4 lb. and no physical abnor- 
malities were noted. Her parents and siblings were entirely 
normal, and there were no pertinent factors in her past 
history other than those associated with her present ill- 
ness. 

The first abdominal complaint occurred at the age of 3, 
and was manifested by severe pain about the umbilicus, 
not localized, and marked by a continuous ache with 
occasional attacks of excruciating pain causing her to cry 
out. After 2 or 3 hours the child vomited with relief 
of the pain. Similar attacks occurred subsequently from 
three to six times a year. They lasted from 1 to 3 days, 
and began during the night as frequently as during the day. 
Following each attack the child appeared perfectly normal 
except for a sense of weakness. Fever never developed 
during any of the attacks. The mother always gave the 
child a laxative; this was invariably followed by a watery 
defecation, but at no time were the stools abnormally dark 
or bloody. The attacks gradually became more frequent 
and severe, but no definite inducing factor was ever noted. 
Two years after the onset of this condition a physician 
was consulted for the first ttme and a diagnosis of intes- 
tinal worms was made. Three weeks later a second physi- 
cian was consulted and for the first time an abdominal 
mass was palpated; the mother stated that a mass could 
be seen especially when the pain was severe. At this time 
a diagnosis of volvulus was made, the abdomen was 
tightly strapped with tape, and abdominal massage and 
shaking the child in an upside-down position by holding 
the feet were advised. Following this the attacks were 
much less frequent. One year later, because of a severe 
attack, the patient was referred to a_ hospital, where 
x-rays of the intestinal tract revealed nothing. During 
the past year she had had attacks of varying severity every 
4 or 5 weeks. She was seen in consultation on June 21, 
1937, having just suffered an acute attack of abdominal 
pain. 

Physical examination was negative save for the abdomen, 
where an elongated tumor could be felt extending diag- 
onally across the abdomen from left to right, being 10 or 
12 cm. in length, 2 or 3 cm. in width, soft, smooth and 
non-tender. The center of the mass lay just beneath the 
umbilicus. The appearance was quite typical of intussus- 
ception. While lying quietly on the examining table the 


*Patient seen in consultation with Dr. F. J. Hand at the Exeter Hospital, 
Exeter, New Hampshire. 
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child suddenly screamed, doubled up, holding her abdo- 
men, became pallid and perspired profusely. This lasted 
for about 10 minutes and was followed in a few minutes 
by a similar attack. The abdominal tumor became very 
prominent through the child’s thin abdominal wall, while 
the pain was most severe. She was given gas-oxygen 
inhalation until surgical relief could be obtained. 

At operation, the abdomen was exposed by a left para- 
umbilical mid-rectus incision and a large intussusception 
of the jejunum was found starting about 15 cm. below 
the ligament of Treitz. The bowel was edematous but 
entirely viable, and the intussusception was reduced with 
ease. When completely reduced, a soft, dough-like tumor 
mass was found filling the entire lumen of the jejunum 
20 cm. below the ligament of Treitz. This was resected 
without difficulty by removing 12 cm. of jejunum, and 
a side-to-side anastomosis was done. The abdomen was 
closed in layers without drainage. 

The immediate postoperative course was uneventful. Six 
months after the operation the child is healthy and has had 
no recurrence of her previous symptoms. 


Pathological Report. The gross specimen consisted of 
a piece of small intestine (jejunum) measuring 7 by 5 
by 0.4 cm. The serosa was negative but the entire wall 


Figure 1. Gross specimen showing tumor nodule and 
jejunum. The gross resemblance of the mucosal surface 
of the tumor nodule to gastric mucosa 1s striking. About 
actual size. 


was thickened and edematous, although not otherwise 
remarkable. The mucosa in one area was redundant, 
measuring 3 cm. in diameter and being elevated 0.4 cm. 
above the surrounding tissue to form a definite tumor 
nodule with a broad base. There was no evidence of infil- 
tration of the underlying tissues. 

Histologic sections through the redundant portion of 
mucosa showed it to be composed of long mucous glands 
of the gastric type in some of which numerous large, 
round, eosinophilic parietal cells could be readily identified. 
At the margin of the nodule there was an abrupt tran- 
sition to a mucosa of the jejunal type, with many large 
plicae circulares and numerous goblet cells. The tumor 
nodule itself lay entirely on the mucosal side of the mus- 
cularis mucosa, and the redundancy of the mucosa noted 
in gross examination was due entirely to the numerous 
gastric glands of which the tumor was composed. There 
were occasional mitotic figures in the epithelium, but the 
cells were perfectly differentiated into adult chief and 
parietal cells, as found in the mucosa of the stomach. The 
submucosa, muscularis and serosa were normal save for 
evident intercellular edema. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Apr. 14, 1938 


DISCUSSION 


This case is essentially a typical one of intus- 
susception, but is unusual and of interest because 
of the embryologic anomaly which was responsible 


Figure 2. Low-power view of junction of tumor with 
normal mucosa. Note the abrupt transition in the charac- 
ter of the epithelium, and that the gastric mucosa occurs 
entirely above the muscularis mucosa. Hematoxylin and 
eosin, 9X. 


for the intussusception. The role of tumors in 
the production of intussusception, particularly in 
the adult, has been emphasized by recent investi- 
gators," although the association of the two 


Figure 3. High-power field of the tumor mucosal cells, 
showing large, round parietal cells (indicated by arrows). 
Hematoxylin and eosin, 900X. 


lesions has long been recognized. Roan,* in re- 
porting a series of cases of intussusception, states 
that tumors are a negligible factor in children up 
to the age of three. Since benign tumors are much 
commoner than malignant ones in the small intes- 
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tine they predominate in any analysis of tumors 
causing intussusception. Nevertheless, the poly- 
poid nature of many benign intestinal neoplasms 
renders them even more potent factors in the gen- 
eral etiology of intussusception. In all reported 
series the commonest types of tumors encountered 
are myomas and adenomas, although instances of 
fibroma, lipoma, hemangioma and other benign 
tumors are not infrequent. 


The occurrence of ectopic gastric mucosa has 
been frequently observed in the esophagus and 
in vestiges of the vitelline duct. Nicholson’ states 
that there is an incidence of as high as 75 per cent 
in the upper part of the esophagus. The frequent 
occurrence of gastric mucosa in Meckel’s diverticu- 
lum is well known. Curd® in a study of Meckel’s 
diverticulum gives an incidence of 13 per cent in 
reported cases while Hudson and Koplik® in a 
report of 32 cases found gastric mucosa in 52 per 
cent. The role of secretion of these gastric ele- 
ments leading to ulcer and hemorrhage has been 
emphasized by Kleinschmidt’® and_ 
Heterotopic gastric mucosa has been noted in the 
duodenum by Taylor.” Nicholson’ in an exten- 
sive study of heteromorphoses of the alimentary 
tract reports elements of gastric mucosa in a cyst 
of the pancreas, a gall bladder, a Meckel’s diverticu- 
lum and tuberculous ulcers of the colon, although 
these were merely based on the occurrence of 
gastric-like cells which did not store or produce 
mucin in a stainable form as do the goblet cells 
of the small and large bowel. Stone’* and Nichol- 
son™ reported ectopic gastric mucosa in the um- 
bilicus, probably representing a remnant of the 
vitelline duct. 

The reasons for the development or existence of 
this type of abnormality are entirely unknown, al- 
though numerous theories have been suggested. 
We agree with Nicholson,” ** who concludes that 
the developmental heteromorphoses indicate that 
the original prospective potencies of cells are wider 
than their prospective values; and that the acci- 
dental heteromorphoses suggest that the original 
prospective potencies are not entirely lost during 
development, since they are sometimes accidentally 
revealed in pathologic states in old age. In other 
words, one must bear in mind the common origin 
of the intestinal epithelium and realize that each 
cell may differentiate in various ways. This, how- 
ever, carries us no closer to the pathogenesis of 
such lesions, beyond removing the necessity of ex- 
plaining all such findings on the basis of em- 
bryologic rests. Curd* reviews the various the- 
ories of origin and development of ectopic gastric 
mucosa. Briefly stated, these are: 
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(1) The presence of a substance in the intestines which 
stimulates the formation of intestinal mucosa, and the lack 
of which is necessary for the formation of gzstric mucosa. 
This substance was thought to be bile. 


(2) An inflammatory process in the endoderm during 
some stage of embryologic development. 


(3) Misplaced fetal inclusions or rests. 


(4) The rapid growth of the intestines does not allow 
the differentiation of cells into the gastric type, while the 
smaller size and slower growth of the stomach allow 
for complete differentiation of the stomach mucosa. 


The first theory has long since been proved in- 
correct, and is only further disproved by our case. 
The theory of rapid development of the intestines 
is likewise ruled out by this case, since we know 
of no specific difference in the rate of develop- 
ment of the jejunum and other portions of the in- 
testines, and since the tumor covered a fairly wide 
expanse of mucosal surface. In the light of our 
present knowledge it is impossible to conclude 
what mechanism governs the development of 
ectopic gastric mucosa. We believe that the origin 
lies in the potentialities of the epithelial cells of 
the intestinal tract, but we are unable to explain 
their further development along other lines of dif- 
ferentiation. 


SUMMARY 


An instance of a jejunal tumor composed of 
ectopic gastric mucosa and leading to intussuscep- 
tion is reported. 

The role of tumors in the production of intus- 
susception is briefly discussed. 

The occurrence of gastric mucosa in the small 
intestine and the theories of its origin and de- 
velopment are reviewed. 


The authors are indebted to Dr. G. Kenneth Mallory 
for his assistance in preparing the illustrations. 
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THE HINTON TEST 
V. Adult Congenital Syphilis Otherwise Undetected 
Austin W. Cueever, M.D.* 


BOSTON 


. THE days of Hutchinson and Fournier a 
definite diagnosis of congenital syphilis was 
rarely made except on unmistakable clinical evi- 
dence. When the Wassermann test came into 
general use, not only were such cases found to have 
positive reactions, but numerous others were also. 
Some cases of congenital syphilis were disclosed in 
persons who had reached adult life without its ex- 
istence having been suspected. Now that experi- 
ence has shown that the Wassermann test fails to 
detect many cases of syphilis, we know that many 
have continued to escape detection. It was inevi- 
table that the advent of the Hinton test, with 
its greater sensitivity, should bring to light a large 
number of latent cases. Some of these were con- 
genital and remained undetected until maturity, 
since they had shown no clinical signs. 


It is always important to differentiate congeni- 
tal and acquired syphilis, for the following rea- 
sons. The emotional suffering can usually be les- 
sened by the patient’s knowledge that he or she 
is not to blame for the disease. The care is 
quite different, inasmuch as congenital syphilitic 
adults usually require no treatment. The mate 
and the offspring of a congenital syphilitic will not 
be affected, and women may need no treatment 
during pregnancy. Younger siblings, under eight- 
een or perhaps twenty, and still within the age of 
congenital syphilitic accidents, may be saved from 
damage. 

Too often the possibility of the congenital form 
of this disease is not thought of unless the patient 
exhibits marked stigmas, such as typical Hutchin- 
sonian teeth, an active interstitial keratitis or a 
strikingly typical history of infant tragedies in sib- 
lings. It is true that many cases show exceedingly 
slight evidence of congenital syphilis, but careful 
study of the case will generally suffice to establish 
the diagnosis. Very few writers have adequately 
emphasized the need of considering the possibility 
of congenital syphilis in adults, and the necessity 
for intensive study of the individual for slight 
stigmas and of his family for corroborative evi- 
dence. 

Stoll’ called attention to this group of syphilitics 
some years ago; he urged physicians to make wider 
use of their detective abilities, to give closer con- 
sideration to stigmas, slight as well as marked, to 
pay more attention to family studies, and to make 


*Instructor in dermatology, Harvard Medical School; assistant physician, 
Skin Department, Massachusetts General Hospital. 


an intelligent and liberal use of the Wassermann 
test. “Within the last few years,” he said, “I have 
been consulted by a number of adults whose symp- 
toms were due to prenatal syphilis, unrecognized 
until irreparable damage had been done.” He 
showed that when a physician’s level of suspicion 
was sufficiently high, he was sure to find a sur- 
prisingly large number of cases of congenital syph- 


‘ilis that would otherwise go unnoticed. It is well 


known that the seriousness of congenital syphilis 
tends to decrease with time: from infancy when it 
causes many deaths, through childhood when it 
causes local complications, to early adult life when 
there is relative freedom from even local mani- 
festations. Similarly, the blood reactions tend to 
become negative even when the patient is given 
no treatment. The Wassermann test turns nega- 
tive much earlier than the Hinton, so that the latter, 
as would be expected, reveals a greater number of 
cases. 


Case 1. A woman of 23 was put under treatment be- 
cause of a positive Hinton reaction with a negative Wasser- 
mann reaction, found routinely. The husband’s tests were 
negative, and the patient became increasingly depressed, 
worrying lest he were silently accusing her. It was at this 
point that I first saw her. The patient’s head was well 
shaped and her shins were sharp; but although her teeth 
were apparently in good condition, minute examination 
showed that all four 6-year molars contained many fillings. 
The left upper central incisor had been jacket-crowned 
because it was stunted and slightly notched and did not 
match the others. A slight deafness was noticeable; this 
an aurist had diagnosed as “nerve deafness, probably 
syphilitic.” The patient was the last of eight children, 
all living and well; she said that there had been no mis- 
carriages or infant deaths and that her mother was well, 
but that her father had died of a “nervous breakdown.” 
Further questioning led the patient to request a true ac- 
count from her mother, when she learned that the father 
had died of general paresis in a state hospital. She learned 
also that between herself and the next older sibling there 
was an interval of 7 years during which the mother had 
three miscarriages, which she had concealed because she 
had known syphilis to be the cause. Neither parent had 
received treatment except for brief treatment of the father 
just before his death. These facts established a diagnosis 
of congenital syphilis beyond doubt, and as a result the 
patient’s emotional attitude completely changed. Despite 
her age she is now being cautiously treated, since she 
thinks that her deafness has increased a little in the past 
year. 


Case 2. A lawyer became aware of the similarity be- 
tween the treatment for syphilis given to a client’s child 
and that given 16 years previously to his own infant son. 
He immediately sought medical advice. No clinical evi- 
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dence of syphilis was found in him, his wife or his son; 
Wassermann tests were consistently negative, but Hinton 
tests of the wife and son were repeatedly positive. While 
it would be impossible to make a watertight diagnosis 
of congenital syphilis, the acquired form of the disease 
in a boy of high-school age should show a positive Wasser- 
mann reaction as well as a positive Hinton. Moreover, 
the knowledge that his mother has syphilis decidedly 
strengthens the argument for the congenital form. 


Case 3. A man of 25 was referred for an opinion as 
to the safety of marriage. He gave a history of a “chancre” 
5 years before, which appeared 4 or 5 days after a single 
exposure. No dark-field examination had been made, 
but on the evidence of a positive Wassermann reaction 
during the first few days of the lesion, the patient had 
been given an intensive course of treatment for 4 years, 
without a physical examination at any time. His Wasser- 
mann reaction became negative after the treatment, but 
because the Hinton reaction remained positive the physi- 
cian, failing to take an up-to-date view of the situation, 
forbade marriage. While the Hinton reaction usually 
becomes positive very early in the primary stage of syphilis, 
a positive Wassermann reaction has long been known 
to be considerably delayed. Furthermore, in this case 
the circumstances should have aroused suspicion of pre- 
existing syphilis rather than of a recent infection. 


The patient was an orphan and knew nothing of his 
parents, or even of the existence of brothers or sisters. 
Examination of the teeth showed the upper central incisors 
to be stunted and slightly but definitely notched; the 
laterals were stunted but not notched; the lower incisors 
were set widely apart and tended toward an oval shape 
in cross section, instead of being normally wide and thin. 
Both corneas were slightly hazy, and the shins were 
definitely bowed anteriorly and roughened. All these 
signs pointed to an unmistakable diagnosis of congenital 
syphilis. 

Considering the time that had elapsed since the patient's 
infection and the amount of treatment he had received, 
he should have been permitted to marry even with acquired 
syphilis. Upon being told that he had congenital syphilis, 
which is probably never dangerous to the mate or the 
offspring, he married with much more confidence, and 
felt much easier about having stopped treatment while 
the Hinton test was still positive. As congenital syphilitic 
patients rarely have lesions after the age of 18 or 20, it is 
reasonable to suppose that his treatment was largely use- 
less, and that a small amount of much less exacting and 
less expensive treatment would have been better. The 
original lesion, by the way, was undoubtedly a herpes 
progenitalis, for he later showed one which he said was 
exactly like it. 


Case 4. An Italian girl of 18, wishing to marry and 
have children, asked for a physical examination to deter- 
mine her fitness. She showed nothing of interest except 
a positive Hinton and a negative Wassermann reaction. 
There was little or no doubt of her virginity. The history 
disclosed that her father came to this country alone, leav- 
ing his bride in Italy until he could afford to send for her. 
Subsequently three children were born, with ao other preg- 
nancies; the mother was still living and well. The father 
had died in an accident. 


In trying to ascertain whether the patient had acquired 
or congenital syphilis, we examined the other siblings and 
found their reactions negative. The mother, however, 
had positive Hinton and Wassermann tests, and finally 
acknowledged that her husband had been very promiscu- 
ous while alone in this country. As the girl was still 
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within the ages between which congenital syphilitic lesions 
may occur, she was put on oral mercury, alternated with 
intramuscular bismuth and fairly long rest periods. So far 
as a possible husband or children are concerned, there is 
of course no danger of infection. 


Case 5. An unmarried colored girl of 14 had previously 
received a diagnosis of acquired syphilis on the strength 
of two positive Hinton reactions and a pregnancy. The 
Wassermann reaction was twice negative, which made it 
very doubtful that in a girl so young the infection was 
acquired, especially since her baby did not have congenital 
syphilis. Examination of the teeth revealed 6-year molars 
strongly suggestive of the mulberry type, and all incisors, 
upper and lower, slightly stunted and rather widely sep- 
arated, though none were characteristically notched. There 
was also poor development of the upper alveolar process, 
so that the incisor teeth could not be made to meet at their 
cutting edges in any position of the jaw. With this evi- 
dence there was no doubt that this was a case of congenital 
syphilis. 


Case 6. A vigorous-looking man of 26, about to undergo 
an extensive nasal operation, was found to have positive 
Hinton and negative Wassermann reactions. The operation 
was delayed pending an opinion as to whether treatment 
should be given, and if so how much, before the operation 
could be safely performed. Study of the patient’s teeth 
showed four lower incisors widely spaced and almost oval 
in cross section, with cutting edges rather frayed out but 
not definitely notched. The four upper incisors were 
artificial, having been supplied when the patient was very 
young because his own incisors were frail and decayed. 
All the 6-year molars had been removed while he was still 
in grammar school. No history suggestive of gonorrhea 
or syphilis could be obtained. There was no evidence 
of any scar from a primary lesion or of adenopathy; yet 
there were no other physical signs pointing to congenital 
syphilis. The family history disclosed that the mother 
had had three or four miscarriages in the course of pro- 
ducing five children. After the miscarriages only two 
children were born—the patient and another boy, his 
senior. The latter was being cared for at the Perkins 
Institute for the Blind, where his illness had been diagnosed 
as interstitial keratitis and congenital syphilis. This evi- 
dence was sufficient to substantiate a diagnosis of congeni- 
tal syphilis, and established a contraindication to treatment, 
because of his age. 


Case 7. A woman of 62 was found to have positive 
Hinton and negative Wassermann reactions. The diagnosis 
of syphilis had been made at another institution. The 
patient had been led to believe that she was in a danger- 
ously infectious condition, and came to us in a frenzy 
of fear for herself and for her family. It was possible 
at her first visit to reassure her completely, and to tell her 
that her case was probably one of congenital syphilis. We 
were brought to this conclusion by the condition of her 
lower incisors, which were shaped almost like matchsticks. 
Corroborative evidence was eventually found, in that her 
husband and eight grown children showed no evidence 
whatever of syphilis. There had been several infant 
tragedies among her siblings. Her father had died in an 
insane asylum in Austria, She did not know the diagnosis, 
but remembered that for some months he thought he was 
a king or an emperor, a condition that suggests general 
paresis. Her physical examination was perfectly normal. 


Case 8. A woman was tested on applying for a position 
as a nursemaid; the blood Hinton test was positive and 
the Wassermann test negative. On repetition the Hinton 
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test was positive, and the woman was refused the position 
before being referred to me for an opinion. Her father 
had died in an accident. Her mother had confessed 
on her deathbed that she had been very promiscuous and 
had got herself into “very much trouble,” but the patient 
was too young at the time to grasp the significance of the 
confession. The first child was said to have had perfect 
eyesight and perfect teeth, and a blood Hinton test was 
said to have been negative. The second child lived a few 
weeks and then died of “measles.” Our patient was the 
third child. She had never been well, and when she was 
11 years old had serious eye trouble, as a result of which 
she now showed scarred corneas. She had moderately 
typical Hutchinsonian upper central incisors, and one 
perfectly typical 6-year molar of the mulberry type. The 
other three 6-year molars were removed early in life be- 
cause of bad decay. She had been slightly deaf since 
grammar-school days. It was unfortunate that these evi- 
dences of congenital syphilis were not observed until after 
the patient had been refused the position as nursemaid, 
since she had been no possible danger to anyone for many 
years. 


Case 9. A routine blood test on a woman of 58 was 
reported negative by the Wassermann technic, positive 
by the Hinton. As her husband and six children gave 
no evidence of syphilis by history, examination or blood 
test, it was an easy matter to prove that her case was 
congenital. While in high school she had had eye trouble, 
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which from her accurate description after the lapse of 
many years was almost indubitably some form of keratitis. 
Her lower incisor teeth were nearly square in cross section 
and did not quite touch the upper ones in any position 
of the jaw. The upper teeth had been replaced by a 
denture. Just to the left of the mid-line there was a small 
hole through the soft palate, doubtless due to a gumma, 
and known to have appeared when she was a child. 


CONCLUSION 


Hospital and private records show many such 
instances illustrating the advantage of the blood 
Hinton test in disclosing obscure cases of con- 
genital syphilis. In adult cases the Wassermann 
reaction is sometimes positive, but much more com- 
monly it has by this time become negative. It has 
been shown how many more cases can be detected 
by the Hinton test than by the Wassermann test. 
The question as to whether the Hinton test ever 
becomes spontaneously negative in these cases 
merits further study, but from our present knowl- 
edge it appears that this seldom occurs. 

464 Beacon Street. 
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THE HINTON TEST 
VI. Syphilis Acquired in Childhood 
Austin W. Cueerver, M.D.* 


BOSTON 


= an attempt to find out just what was meant 
by a positive Hinton test accompanied by a 
negative Wassermann test, we made an especially 
painstaking study of some cases of this type at 
the Massachusetts General Hospital. One of the 
most interesting groups, though not a large one, 
comprised those who as children had accidentally 
acquired syphilis. 

In the days of promiscuous wet-nursing, in- 
fantile infections were well known. Before anti- 
sepsis and asepsis, the ritual of circumcision was 
not uncommonly followed by accidental syphilis, 
as was smallpox vaccination when the much-prized 
“scab” from a previous patient was used. Syphilis 
is accidentally acquired in childhood more fre- 
quently than is usually believed; and our ability 
to trace and explain such infections when the 
patient has reached adult life often greatly reduces 
his or her heartache and at times prevents family 
complications. 

CASE REPORTS 
Case 1. A routine blood test on a man of 24 showed a 


positive Hinton and a negative Wassermann reaction. 


*Instructor in dermatology, Harvard Medical School; assistant physician, 
Skin Department, Massachusetts General Hospital. 


Both history and physical examination were without in- 
terest except for the repeatedly positive Hinton reactions. 
Nothing suggestive of congenital syphilis was found. Later 
the patient said he vaguely recalled having had some in- 
travenous injections when he was about 8 years old. It 
was some months, however, before he learned from his 
mother that he had had a primary tonsillar lesion at that 
age and had received what was then considered adequate 
treatment. 


Case 2. A married woman of 25 showed a positive Hin- 
ton reaction on a routine examination, and an absolutely 
negative family history. She had never been pregnant. 
In attempting to date the infection we asked permission 
to make a study of the husband, whose health was excel- 
lent. His physical examination and blood test were nega- 
tive and threw no light on the problem. It was not until 
a few weeks later that an aunt of the patient told her 
that because of a primary lesion many years ago on the 
lower lip she had been given mercury for 3 or 4 years 
when of primary-school age. On careful examination the 
scar was found, faint as such scars are on the vermilion 
edge, but easily defined when the lip was stretched. 


Case 3. A high-school girl needing tonsillectomy had a 
routine test which showed a positive Hinton and a nega- 
tive Wassermann reaction. Here no effort had to be ex- 
pended to find the facts, for the patient knew that she 
had had a primary lip lesion several years before. She 
had had regular negative Wassermann tests since that 
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time. However, the greater sensitivity of the Hinton had 
detected the infection. 


Case 4. A routine Hinton test taken as part of a medi- 
cal examination on a man of 50 was found to be positive, 
while the Wassermann reaction was negative. No history 
suggestive of primary or secondary syphilis was given, 
though the patient freely admitted unusual promiscuity 
before marriage. Blood tests on the wife also were re- 
ported positive by the Hinton and negative by the Was- 
sermann test. This discovery added considerable tension 
to an already strained family situation. The husband, 
anxious not to add to this misunderstanding, requested 
that his wife should not be bothered with too searching 
an inquiry. It was not until the wife had made a number 
of visits that she happened to smile in just the right il- 
lumination to show a faint scar on the vermilion border 
of her lip. Questioning as to the cause of this scar settled 
the matter, for she described a large “sore” of the lip 
which occurred while she was a schoolgirl and lasted a 
number of weeks. It was accompanied by lumps beneath 
the chin and followed by a rash, which gave her no dis- 
comfort. Nothing was ever done about this condition so 
far as she could remember. Her husband’s syphilis seems 
to have been independent of hers. 


Case 5. A routine blood test on an Italian woman of 21 
was positive by the Hinton method and negative by the 
Wassermann. After a little questioning, it wa$ found that 
she had been a patient at the hospital when she was a 
child. 

The old record showed that she had suffered from 
alopecia, condylomas, very large, hard tonsils, very large 
“tonsillar glands” on both sides, general slight adenopathy 
and a fading general rash. The falling hair had been 
the symptom that prompted the mother to take her to the 
hospital. The family history showed that several older 
siblings had come along in quick succession. There had 
then been four miscarriages, followed by the birth of a 
living child, who had contracted a “terrible case of measles” 
when she was 4 weeks old. At the time of the examina- 
tion the “measles” of this youngest child consisted of the 
fading remains of a rash, large liver and spleen, snuffles, 
and mucous patches in the mouth and about the genitals. 
Our patient when not at school had undertaken much 
of the care of this baby, and had freely kissed her on the 
mouth. The entire family had received adequate treat- 
ment at that time, and their Wassermann tests had been 
negative for several years. 

With a Hinton test showing a positive reaction, we were 
able to account definitely for her infection. 


Case 6. A man of 76, born in Vienna, was found on 
routine examination to have a positive Hinton reaction 
and a negative Wassermann. He had absent knee jerks 
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and Argyll-Robertson pupils, but an absolutely negative 
spinal fluid and no other symptoms of tabes. The patient 
expressed surprise that the Hinton test was positive, not 
appreciating its sensitivity. He said the Wassermann had 
been negative for over 20 years. When he was about 20 
his mother told him that he had had a wet-nurse infection 
with syphilis, and that he had undergone several years 
of treatment with mercury. He was not given treatment. 
Cases 7, 8, 9. Three cases seen at the Massachusetts 
General Hospital led us to conjecture as to the eventual 
discovery of positive blood reactions without corroborative 
evidence. One of these cases was that of a baby who had 
had a primary lesion on the eyelid. The second was that 
of her sister, a year older, who had had a primary lesion 
of the upper lip. No source was ever found and there was 
no other case of syphilis in the very large family. The 
third case was that of a little boy with a large primary 
lesion on the chin, contracted from his aunt while she was 
caring for him during his mother’s second pregnancy. 


CONCLUSIONS 


Though such cases as those mentioned above 
do not occur frequently, they should not be for- 
gotten when an obscure syphilitic infection must 
be accounted for, since it is important whenever 
possible to establish the innocence of the infection 
for the sake of the patient’s emotional balance and 
the better understanding of the situation by the 
present or a future mate. It is also important from 
the point of view of the planning for children, 
for it is a well-established fact that the longer the 
interval between infection and pregnancy, the less 
chance there is of a damaged fetus. 

From the point of view of treatment, it is very 
important to date the infection, because syphilis 
which is of recent origin needs attention when dis- 
covered in a person from twenty to forty years old. 
If, however, it can be determined that the infection 
occurred in childhood, thus antedating the usual 
age of infection in acquired syphilis by from ten to 
twenty years, such young people need less inten- 
sive treatment. In some instances, indeed, they 
need none at all, depending on the physical find- 
ings, the age of the patient and the duration of the 
disease. For it is gradually becoming more gen- 
erally realized that it is the patient and not simply 
the blood test that needs treatment. 

464 Beacon Street. 
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PRIMARY ADAMANTINOMA OF THE TIBIA 
Ricuarp E. Dunne, M.D.* 


HARTFORD, 


DAMANTINOMA, a tumor of enamel 
origin, while not frequent, is by no means 
a rarity, and is frequently discussed in the litera- 
ture. The tumor arises as an aberrant growth of 
epithelial cells, which are the prototypes of those 
forming the inner layer of enamel origin, the so- 
called ameloblasts. Tumors of this type, because 
of their location, are almost synonymous with tu- 
mors of the jaw; their occurrence elsewhere is ex- 
tremely rare, and in fact only 6 cases could be 
found in the literature. Of these, the tumor in 
the one reported by Thoma! occurred in the ovary. 
The others were all in the tibia, so that the case 
reported in this paper is the sixth of primary 
adamantinoma of the tibia on record. Because of 
the rarity of this disease, and the very great ex- 
tent of this particular tumor, the case was thought 
to be worth reporting in detail. It is of interest 
also because it is the only one treated by x-ray, 
and its very evident failure to respond to prelim- 
inary radiation is noteworthy. 
The first case was reported by Fischer? in 1913 


and was that of a man of thirty-seven who slipped ° 


and fell on a chair, a tumor appearing five months 
later. Nine months later the tumor area was re- 
sected, and on this specimen the diagnosis was 
made. The second case was reported eighteen 
years later by Baker and Hawksley.’ The pa- 
tient was a man of forty-six who injured his 
lower leg with an iron bar, with subsequent ap- 
pearance of a tumor. Ten months later a sub- 


periosteal resection was performed, and the diag-. 


nosis was substantiated by histologic examination. 

Ryrie* reported a case with a history quite simi- 
lar to that of the previous cases, differing, as he 
points out, only in the long latent period. The 
patient, a man of thirty-six, was kicked in the 
shin, and eight years later a tumor appeared on 
the same site. Pain and tenderness had persisted 
most of the intervening time. Fearing that the 
tumor was a sarcoma, the surgeon advised amputa- 
tion, but the patient refused operation. Eight years 
later, or sixteen years from the time of injury, the 
patient again presented himself for treatment. At 
this time resection was performed and the diag- 
nosis was established from the histologic structure 
of the removed tissue. Six months later an ampu- 
tation had to be resorted to because of recurrence. 
A fourth case was reported in 1934 by Holden and 


"Visiting surgeon, St. Francis Hospital and Municipal Hospital, Hartford, 
Connecticnt, 


CONNECTICUT 


Gray.” The fifth case, reported by Bishop’ in 
June, 1937, was that of a man of twenty-two who 
sustained a fracture below the knee. A tumor was 
found at the site of fracture one month later; two 
months later the bone was opened, the tumor was 
resected, and bone grafts were inserted. Amputa- 
tion was performed two months later because of 
recurrence, and histologic examination proved the 
tumor to be an adamantinoma. 


CASE REPORT 


J. D., aged 32, presented himself on November 18, 1935, 
complaining of a large swelling at the junction of the 
middle and upper thirds of the left leg, of approximately 
4 years’ duration. 

He stated that in April, 1931, he fell over an iron tool- 
box, scraping his left shin and producing an extensive, 
painful abrasion and contusion of the upper half of the 
left leg. He was given first aid and subsequent dressings 
for several weeks by an attendant in the plant. It eventu- 
ally healed and caused him no further discomfort. Six 
months later, however, he sprained his ankle in the same 
plant, rather severely. A fracture was suspected and the 
ankle was x-rayed. This time he was seen by a physician, 
who told him that he had no fracture, but asked him 
what had previously happened to his leg. The physician 
was informed of the earlier accident, but made no fur- 
ther comment. 


Several months later, having changed his employment, 
the patient noticed a small, painless lump on his left shin, 
to which he paid but very little attention as it caused no 
trouble of any kind. During the course of the next 4 
years it grew steadily but slowly, until it finally reached 
the size of a small orange. The patient received no 
medical advice or treatment during this period, and 
steadily played golf and baseball. 

The patient sought advice in November, 1935, because 
his family insisted on his so doing, and because the swell- 
ing was beginning to cause pain on walking. 

Examination revealed a smooth, firm, elliptical tumor 
covered with normal-appearing skin, at the junction of the 
upper and middle thirds of the left leg. The superficial 
blood vessels over the surface of the tumor were en- 
larged and somewhat tortuous. A_ slight purplish dis- 
coloration about the size of a quarter dollar, shading off 
into normal-appearing skin, was present in the upper, 
inner aspect, making the skin look congested. Local 
temperature was not increased. The whole tumor felt 
firm, with a deep sense of slight fluctuation to the whole 
mass, and a vague feeling of bony fragments of varying 
size embedded in the substance. The tumor mass meas- 
ured I] cm. from its superior to its inferior border and 
7 cm. in its lateral diameter; it protruded forward from 
the margin of the tibia about 5 cm. at its greatest height, 
being roughly dome-shaped (Fig. 1 and 2). 

An x-ray photograph (Fig. 3) taken in November, 1935, 
showed on anteroposterior view the entire medullary canal 
of the left tibia to be involved with a tumor mass from 
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the level of the tibial tuberosity down to within 5 cm. 
of the lower end of the bone. It gave the appearance of 
a cystic tumor or a series of cystic masses of varying 
sizes joined together throughout the medullary canal. The 
cortex varied in appearance from a marked rarefaction, 
and in places almost complete erosion, to dense thickening 
and proliferation, indicating a prolonged destructive 
process combined with a reparative one. The middle 


Figure 1. General appearance of the tumor in the 
middle and upper thirds of left leg when the patient first 
presented himself for advice. Note the slight discoloration 
on the lower or inner aspect, with tortuosity of veins over 
the surface of the tumor. 


section seemed to be the point of greatest involvement. 
The lateral views illustrated more clearly the extensive 
involvement and changes noted in the anteroposterior 
view, showing a complete erosion of the cortex in prac- 
tically the entire length of the upper third of the tibia, 
and sharply demarcating the borders of the visual tumor 
involving the soft parts. 

Clinically and roentgenologically there immediately 
presented itself a differential diagnosis of a soft-tissue 
tumor involving the bone, a medullary bone tumor of 
osteogenic origin, arising from within and extending out- 
ward, and a tumor of periosteal origin invading, sec- 
ondarily, the medullary canal. The first possibility was 
dismissed as entirely unlikely. The third was temporarily 
accepted as the more plausible, primarily because of the 
x-ray finding on the lateral view that so much of the 
cortex was eroded and direct extension from this point 
seemed to occur. It seemed also that if the tumor had 
arisen primarily from within the canal, there would 
have been considerable, gradual widening and bowing 
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outward of the cortex before the tumor finally broke 
through. 

However, when further consideration was given to 
the history of a visible, palpable tumor of over 4 years’ 
duration; and when a complete physical examination 
failed to reveal any physical sign of any extension, 
either direct or metastatic; and when further x-ray studies 
of the femora, pelvis, spine, lungs and cranium failed 
to show any involvement, the diagnosis of malignant tu- 
mor seemed questionable. 

What bone tumor could give this extensive local in- 
volvement over a period of 4 years with no signs of in- 
volvement anywhere else? At a loss to explain these 
findings, we felt that a biopsy aspiration was warranted 
in order to justify the diagnosis of bone tumor and to es- 
tablish its type. This was performed 5 days later under 


light nitrous-oxide anesthesia. The needle was introduced 
through the dome of the tumor and encountered con- 
siderable resistance, as if going through a soft, spongy, 


Figure 2. Lateral view of the leg, showing the lateral 
involvement and the elevation of the tumor mass from 
the tibia. 


bony substance before entering the softer portion of the 
mass. After withdrawal of the needle, there was profuse 
bleeding for a few minutes at the point of insertion. 

Dr. Louis P. Hastings, to whom the material was sub- 
mitted, reported the specimen on November 21, 1935, as 
follows: 

“Specimen consists of about 10 cc. partially coagulated 
blood, scattered with minute fragments of tissue, none 
over | mm. in diameter. Fragments collected, embedded 
in fibrin and sectioned. Sections reveal two types of tis- 
sue, namely islands of fibroblastic proliferation with giant 
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cells of the epulis type, and small fragments composed of 
closely packed, small, oval, deeply staining celis. The 
latter are uniform and without anaplasia. The former 


Figure 3. X-ray films taken at the first examination. 
Anteroposterior and lateral views, showing the extent of 
bone destruction and the attempt at bone repair. 


is considered a reactive tissue common to many bone 
tumors; the latter is true cellular tumor tissue, but of 
unusual type. 

“Conclusion: not osteogenic sarcoma. Suggest that this 
unusual tumor be referred to Dr. Fred W. Stewart for 
study.” 

The specimen was forwarded for an opinion to Dr. 
Stewart, of the Memorial Hospital, New York City, to 
whom we are greatly indebted for his interest and valuable 
aid. Dr. Stewart reported this specimen as one of tibial 
adamantinoma. 

Once the diagnosis was established, the question of the 
correct treatment presented itself. Local resection was 
considered. By its very nature this type of tumor lends 
itself to such treatment, but it was suspected that the in- 
volvement in this case was too extensive to be feasible, as 
practically the entire shaft, cortex and medullary canal 
would have to be removed, necessitating extensive bone 
grafts from the other tibia. Resections are possible, but 
are doomed to failure unless complete removal can be 
obtained, This left either radiation or amputation. As 
these tumors are exceedingly rare, no precedents exist to 
guide one in treating them by radiation. The only re- 
ported benefits in the radiation of jaw adamantinomas 
seem to have resulted from treating them lightly over a 
long period. This patient helped us in our decision by 
refusing amputation. 
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Consequently, deep x-ray therapy was instituted, with 
the following technic. One port anteriorly and one port 
posteriorly were used over the tumor, using 75 r. per day, 
alternating front and back, eventually giving thirty treat- 
ments per port. These treatments, as specified, were car- 
ried on by Dr. William H. Van Strander, who reported 
that the patient’s skin was able to stand the continued ap- 
plication. The treatments were instituted in January, 1936, 
and in March, 1936, further x-ray views were taken for 
comparison. No change was noted from those taken be- 
fore treatment was instituted. There was no apparent 
regression in the tumor itself, no sign of bone hyper- 
plasia and no increase of the tumor mass. Clinically, the 
tumor appeared slightly larger and a little more tense. 


Figure 4. X-ray films taken three months after the com- 
pletion of radiation therapy. Note the progression of the 
tumor. 


Realizing, however, that the maximum effect from ra- 
diation could hardly be expected so soon after the com- 
pletion of the course of treatment, amputation was de- 
layed further, in hope that we might be able to observe 
favorable changes through x-ray films taken at frequent 
intervals. 

Films were taken at monthly intervals, and a gradual 
progression was noted in the tumor with further erosion 
of the cortex. Films (Fig. 4) taken in June showed 
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greater absorption and erosion of the cortex over the main 
tumor mass. Many of the cystic areas in the medulla had 
coalesced to form one large cystic mass, and the discrete 
cystic areas lower down in the medullary canal had be- 
come larger. In the lower third, on the lateral view, the 
cystic areas had again eroded through the cortex. 

Clinically, pain, which had been absent, had begun to 
appear on walking. It had steadily increased for the 
previous month, and very recently there had appeared a 
dull, throbbing pain even at rest. 

Because of a very definite increase in the size of the 
tumor, the increasing pain, the apparently increasing de- 
struction of normal bone, and the fear of impending spon- 
taneous fracture, this patient finally consented to amputa- 


Figure 5. Low-power photomicrograph. Note the cystic 
spaces surrounded by small-cell proliferation. 


tion. It was performed above the knee, rather than below, 
because of the evident likelihood of a recurrence in the 
stump due to invasion of the upper end of the tibia. The 
pathological report after amputation, dated September 14, 
1936, was as follows: 

“Sections reveal a scanty, branching, connective tissue 
stroma supporting a cellular tumor proliferation. The 
latter consists of cystic spaces lined with low cylindrical 
epithelium, surrounded by proliferations of small oval and 
stellate cells. These are deeply stained and closely packed, 
and resemble epithelial cells of the basal type. The his- 
tologic structure is that of a typical adamantinoma. Diag- 
nosis: adamantinoma of the tibia.” (See Fig. 5, 6, 7.) 

The patient had an uneventful convalescence the first 
week. He has now been back at his business as an insur- 
ance executive for about a year. There is no sign of 
local recurrence in the stump, and the patient is in ex- 
cellent health. 


This case presents many identical features with 
those mentioned above. All the patients were men, 
ranging in age from eighteen to forty-six. There 
was in every case a distinct history of trauma, which 
had been definitely connected with the site of the 
tumor and its subsequent development. This, to- 
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gether with the fact that all the patients were men, 
who are more prone to trauma of the long bones 
than are women, gives some support to those who 
believe that trauma is a factor in tumor formation. 

May one not hazard a speculation? Since trauma 
supplies the actuating influence for repair of an 
injury, if the repair processes in the individual are 
normal, normal repair will ensue. But if an indi- 
vidual is afflicted with an abnormal repair process 
of a biochemical intracellular nature, or if an ab- 
normal geographic distribution of cellular material 
happens to be present, an abnormal repair process 


Figure 6. High-power photomicrograph. Cystic space 
lined by low-columnar epithelium, surrounded by small- 
basal-cell-type tissue. 


may ensue—in the shape of tumor formation. If 
trauma did not occur, neither a normal nor an ab- 
normal repair process would be called into being, 
and the status quo would be retained; but when 
trauma does occur, some form of repair process 
must be set in motion. 

Granted, however, that there exists an interrela- 
tion between trauma and tumor formation, we still 
have not explained the factors causing an abnormal 
repair process to develop into a highly differenti- 
ated tumor, as an adamantinoma for instance, 
rather than an adenocarcinoma. 

Fischer accepted the fetal-cell theory in discuss- 
ing a possible etiology for his case. He considered 
that in fetal life the whole surface epithelium had 
multiple potentialities, including that of tooth-germ 
formation. This potentiality, however, became lost 
in early fetal life after differentiation into the more 
mature type of pavement epithelium. In other 
words, the potentiality of tooth-germ formation was 
limited to that period of fetal life during which 
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the tooth germs were forming, and any tumor 
showing adamantinomatous structure could not re- 
sult from epithelial transplants of the adult or per- 
manent epithelium, but must arise from groups of 
cells which had accidentally become isolated before 
the tooth-germ potentiality became lost. 

Ryrie, while disagreeing with the fetal-cell theory, 
makes the interesting observation that a peculiar 
anatomic relation exists between the bone and the 
skin and subcutaneous tissue over the tibia along 
its shaft. The skin and subcutaneous tissue are 
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but they are malignant only locally and do not 
metastasize. In this series the tumors are known 
to have existed from a period of eight months, in 
Bishop’s case, to one of sixteen years, in Ryrie’s; 
yet all the tumors remained local in nature and 
yielded to either local resection or amputation. The 
case herein reported existed for over four years. 
The differential diagnosis of this tumor is dif- 
ficult to make clinically or by x-ray. As seen by 
X-ray, it may resemble a cystic tumor or any osteo- 
genic or periosteal invasive tumor. The duration 
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Figure 7. Sagittal section of the specimen removed by 
amputation. The true extent of the main tumor mass 
can be appreciated, and we can realize how difficult would 
have been a resection of the entire tumor. Note the tre- 


freely movable over the bone in the lateral direc- 
tion, and practically fixed in the long axis, so that 
relatively slight trauma of the scraping and shav- 
ing variety can produce severe lacerations of the 
subcutaneous tissue, out of proportion to the ob- 
vious, superficial injury. A tearing away of the 
anchorage of the tissue to the periosteum, with 
damage to the periosteum and production of hema- 
toma, may entail a long period of healing, repair 
and ossification; the latter process may well result 
in an epithelial tumor growth if some of the deep- 
er skin appendages, such as hair follicles, become 
involved in the prolonged repair processes which 
are common in this area. 

If this were so, and an adamantinoma were to 
result, it would argue that the potentiality of tooth- 
germ formation might not be entirely lost in the 
higher forms of pavement epithelium. 

In reviewing these 6 cases, it becomes quite ap- 
parent that the tumors are slow-growing. That 
they are epithelial and malignant is established, 


mendous thickening of the cortex in all directions away 
from the main tumor mass. The thickened cortex con- 
tained many tsolated islands of tumor tissue. 


of the tumor may be of great significance; biopsy 
aspiration, as used in this case, may prove invalu- 
able, but it presents some difficulties if character- 
istic material is not obtained. It is, however, an 
excellent scientific method of establishing a cor- 
rect histologic diagnosis of a tumor without 
destroying the anatomic relations between it and 
the surrounding structures. A possible spread of 
the tumor is prevented, and its actual nature is 
determined before any treatment is instituted. 
The treatment can be briefly stated as a choice 
between resection, amputation and radiation. Ra- 
diation is placed last, chiefly because so little is 
known about fractionating the dosage or determin- 
ing its duration and strength for this particular 
tumor in this particular location. To the best of 
my knowledge, it has been used only in this case 
of primary adamantinoma of the tibia. The result, 
so far as could be observed, was disappointing. It 
has been used in the treatment of adamantinomas 
of the jaw with some success, and its best results 
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have been achieved through prolonged exposures 
to light dosage. 

The results are not comparable with those of re- 
section, which is the treatment of choice, and 
should be resorted to when the tumor is first seen, 
provided that the involvement is not so great as 
to challenge its feasibility. Much grief can be saved 
in not attempting resection of the tumor if the in- 
volvement obviously is quite extensive. The ex- 
tent is not always apparent. In 2 of the cases re- 
ported, amputation was subsequently resorted to 
because of failure to resect the tumor completely. 
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It is easy to overlook cell pockets. Amputation 
should provide a complete and lasting cure. 
50 Farmington Avenue. 
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PRACTICAL PHYSICAL MEDICINE FOR CHRONIC ARTHRITIS 
Rosert T. Puitiips, M.D.* 


BOSTON 


O THERAPY has been shown to be more 

consistently effective in the treatment of 
chronic arthritis than is physical medicine. This 
includes the use of heat, light, massage, exercise, 
hydrotherapy, electricity and occupational therapy. 
As various efforts to introduce a specific treatment 
for chronic arthritis fail, physical therapy continues 
to enjoy increasing favor. On the other hand, at- 
tempts to apply physical medicine, with its ever- 
widening scope, to this disease have led to the 
introduction of bizarre methods of treatment, par- 
ticularly in the field of electricity. It is my pur- 
pose to discuss the more fundamental aspects of 
physical medicine, especially with reference to their 
practical application to the arthritic patient. 


REST AND EXERCISE 


Any treatment undertaken to aid the patient 
with chronic arthritis will lose its effectiveness if 
it is not fully appreciated that these individuals 
are suffering from chronic physical or mental 
fatigue, and very likely both. Until sufficient rest 
has been enjoyed, treatment of whatever form 
is handicapped. Writing on rheumatoid arthritis, 
which is the form of the disease with which we 
are here chiefly concerned, Cecil’ says: “If these 
patients in the early stages of rheumatoid arthritis 
could be persuaded to give up work and take a 
rest cure for six months or a year, a much higher 
percentage of them would make a complete and 
permanent recovery.” Since for most people this 
is impossible, it is suggested that certain definite 
periods be set aside each dav for rest. A suitable 
routine requires one hour in the prone position 
after each meal.” 


Read before the New 
November 17, 1937. 

*Instructor in medicine, Tufts College Medical School; assistant physician, 
Robert B. Brigham Hospital. 


England Society of Physical Medicine, Boston, 


Two positions may be taken during this hour. 
his back in hyperextension, a pillow under the 
For the first thirty minutes the patient lies on 
lower back and the knees, but none under the 
head, the arms outstretched, and the hands raised 
to the head, for the purpose of encouraging better 
use of the diaphragm, increasing vital capacity 
and obtaining a freer abdominal circulation. For 
the second thirty minutes he turns face down, sup- 
ported by a pillow placed crosswise under the ab- 
domen. This position not only reverses the gravi- 
tational effects upon the circulation, but counter- 
acts the tendency of the abdominal viscera to sag. 
Pemberton enjoins us to consider rest “not only in 
the limited sense which the word connotes, to the 
laity and the profession alike, but in that more 
specific sense which regards the prone position 
as an instrument for achieving changes in the 
topographical, structural, and dynamic relations 
within the human body.” 

Rest for the involved joints is essential. Plaster 
splints appear to be an effective means of accom- 
plishing this purpose. They may be used for 
the prevention as well as for the correction of de- 
formities. The close relation between the ortho- 
pedic field and physical medicine in this regard 
is suggested by Krusen,‘ who declares: “Preven- 
tion of deformities by proper splinting is an ex- 
tremely important phase of home treatment.” 

The importance of exercise, within the limits 
of the individual patient, is seldom. sufficiently 
emphasized. Arthritics must work to overcome 
the tendency to develop flexion deformities. Ly- 
ing, sitting, standing and walking exercises, to- 
gether with those for special joint and muscle 
groups, are available. No matter what the degree 
of arthritis, the patient will find it possible to carry 
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out some exercises which will enable him to im- 
prove his joint function and to maintain or in- 
crease the strength of his muscles. Overhead trac- 
tion, with the use of elastic leg loops, is a simple 
and valuable method of encouraging exercise for 
the lower extremities, and may be employed at 
home as easily as in the hospital. 


HEAT 


The application of heat in one form or another 
to patients suffering from chronic rheumatism has 
come down to us from ancient times, when natural 
thermal baths were used for this purpose. Poyn- 
ton and Schlesinger® state: “The principle under- 
lying the treatment of all chronic rheumatic con- 
ditions is the same, namely, to soften[relax] the 
tissues by heat, and to follow this by massage and 
movement.” The problem of supplying the heat 
to the joints locally is, I believe, best met by the 
application of hot-water fomentations. Wool is 
the best material to use. After being wrung out 
in hot water and applied to the joint, it should 
be covered with a large, dry towel or blanket to pre- 
vent the escape of heat. Properly employed, the 
application of heat once or twice a day, even to an 
acute joint, gives excellent results. 

The effect of warm water is that of relaxation 
and sedation. Simple contrast baths with hot and 
cold water alternated are valuable as circulatory 
stimulants. A therapeutic pool, such as the Hub- 
bard tank, makes possible a restoration of move- 
ment and encourages re-education of lost function. 
Currence,° who has carefully studied underwater 
therapy in arthritis, outlines a method for home 
use consisting of two or three tub baths a week 
for from three to six weeks, the temperature of 
the water being raised from 98 to 106°F. in about 
ten minutes. This higher level is maintained for 
from five to fifteen minutes. When a woolen 
blanket pack has been in place for two hours, the 
average rise in temperature is to 101.2°F. There 
is an increase in the leukocyte count, which aver- 
ages 2600, and the metabolism and general circu- 
lation are stimulated. 

The value of baths for the treatment of chronic 
arthritis has been proved. Their employment for 
therapeutic purposes in the United States is slight 
as compared with that in Europe. The workers 
there are far ahead of us in this regard, largely 
owing to the great number of natural mineral 
springs and spas scattered throughout the Conti- 
nent. While we are not convinced that the amount 
of any particular mineral in certain waters war- 
rants the claims made by the proprietors of various 
spas, it is reasonable to assume that all such re- 
sorts contribute definitely to the welfare of the 
arthritic. 
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An effective form in which to use heat is melted 
paraffin, It is tolerated at a temperature consid- 
erably higher than is water. The application of 
wax gloves may be done routinely by the patient 
in his home, and with a clean paintbrush the 
wax may be readily applied to any area. Accord- 
ing to Krusen,’ it is of real value in the treatment 
of back pain. 

Fever therapy has been used in the treatment 
of at least forty different diseases, and numerous 
papers on the subject have appeared in the past 
two years. The best results have been achieved in 
gonorrhea, chronic as well as acute. With respect 
to arthritis, fever therapy has proved to be almost 
specific for the early case of gonorrheal origin, but 
in chronic rheumatoid and osteoarthritis it is of 
doubtful value. 

MASSAGE 


Massage continues to hold high rank among 
the measures of physical medicine available to the 
chronic arthritic. So far as this disease is con- 
cerned, it is well to recall that the underlying prin- 
ciple in its application, according to Pemberton 
and Osgood,” is aimed to achieve a betterment 
of blood flow and other physiologic processes, yet 
never to increase trauma, sensitiveness or other ab- 
normalities which already exist. 

It is probable that more arthritics benefit from 
massage in combination with heat than from any 
other form of treatment. At the same time, the 
prorniscuous ordering of “baking and massage,” so 
commonly seen in outpatient practice for arthritics 
who have withstood, as Copeman’® says, “the on- 
slaughts of potassium iodide or the salicylates with- 
out improvement,” is hardly to be considered proper 
medical treatment. There is a definite need for 
physicians who treat arthritis—and that means 
most of us—to learn and to practice the funda- 
mental principles of massage. 

Long, smooth strokes should be used in a direc- 
tion toward the heart. Gentleness is of prime im- 
portance, especially in the presence of pain. The 
massage should be preceded or accompanied by 
the application of heat. Poynton and Schlesinger’ 
have written: “There are few vocations in which 
technic is of more value than massage. More harm 
than good can be done if it is entrusted to incom- 
petent hands.” 


ELECTRICITY 


The possibilities for the therapeutic use of elec- 
tricity are legion. That this modality is popular 
both with the profession and with the laity is at- 
tested by the extensive and varied equipment of 
this character which is used in physical medicine 
today. Yet it seems desirable, notwithstanding 
its popularity, to take a conservative position with 
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respect to its use, for relatively few physicians 
have either the knowledge or the experience to ap- 
ply it wisely and effectively. Until more agree- 
ment can be found among authorities in this field, 
electrical apparatus should be employed for ar- 
thritis only by those who specialize in this branch 
of therapy. 


My own experience has convinced me that the 
simpler and more practical forms of physical med- 
icine can achieve for the arthritic patient all that 
can be expected from complicated electrical ap- 
paratus. Not long ago I was studying a group 
of patients who were receiving mecholyl iontopho- 
resis. Some of them who had experienced under- 
water therapy in the Hubbard tank thought that 
the prosaic warm-water treatments had accom- 
plished considerably more for them than did the 
more spectacular iontophoresis. 


* %* 
I believe that the type of therapy carried out 


for the treatment of arthritic patients at the Robert 
B. Brigham Hospital certainly equals, if it does 
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not excel, any established routine that 1 have 
observed in this country or in Europe. The sig- 
nificant factor in this therapy, it seems to me, is 
its simplicity. Every effort is made to utilize those 
elements of physical medicine which are practical 
as well as fundamental, the aim being to elevate 
and restore so far as possible the normal physio- 
logic processes of the body. 


386 Commonwealth Avenue. 
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CASE 24151 


PRESENTATION OF CASE 


A. sixty-two-year-old American widow entered 
the hospital with the complaint of abdominal 
cramps and vomiting of two and a half months’ 
duration. 

For the year before entry she had occasionally 
noticed small amounts of bright-red blood in her 
stools. She was not aware of having hemorrhoids. 
Two and a half months before entry she began to 
have attacks of cramplike pain beginning in the 
left lower quadrant, or in both lower quadrants, 
and radiating upward and toward the midline. 
The pain was usually accompanied by abdominal 
distention which on occasions was very marked. 
She also had gaseous eructations and could obtain 
some relief by inducing vomiting. The attacks 
occurred every week or two and lasted three or 
four days. During the attacks the eating of food 
seemed to increase the distention and was accom- 
panied by some nausea. However, it had no effect 
on the pain. For a short time before entry she had 
had attacks of severe, boring pain starting in the 
region of the umbilicus and going through to the 
back. She had no hematemesis. She had no long- 
standing constipation, but shortly before entry 
had some diarrhea, and for two days before entry 
her bowels had not moved and she had not 
passed gas by rectum. Her appetite had remained 
quite good and she thought that she had not lost 
any appreciable amount of weight. She had had 
no jaundice or clay-colored stools. 

Her past history was otherwise essentially neg- 
ative, and her family history was not contributory. 

Physical examination revealed an obese woman 
in moderate discomfort. The heart and lungs 
were negative. The blood pressure was 110 sys- 
tolic, 60 diastolic. The abdomen was enormously 
distended, moderately tender and _ tympanitic 
throughout, except in the flanks where there was 
dullness. There was no demonstrable fluid wave, 
no viscera or masses could be felt, and there was 
no spasm. Pelvic and rectal examinations were neg- 
ative except for two large external hemorrhoidal 
tabs. 

The temperature was 100°F., the pulse 105. The 
respirations were 20. 

The urine examination was negative. The blood 
showed a red-cell count of 4,960,000 with 70 per 


cent hemoglobin, and a white-cell count of 10,400 
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with 89 per cent polymorphonuclears. The blood 
Hinton test was negative. The nonprotein nitro- 
gen of the blood was 21 mg. per cent, the protein 
4.7 gm. The chlorides were equivalent to 100 cc. 
of N/10 sodium chloride. The carbon-dioxide com- 
bining power was 66.5 vol. per cent. 


A gastrointestinal x-ray series showed no evidence 
of lesions in the esophagus, stomach or duodenum. 
There was marked dilatation of the upper half of 
the jejunum, which was filled with air and fluid. 
There was much delay in the passage of barium 
through the small intestine so that at the end of 
twenty-four hours there was still some present in 
the jejunal loops. There was a soft-tissue mass 
measuring 15 cm. in diameter in the posterior part 
of the right lower abdomen. The loops of the 
lower part of the intestine overlying this mass ap- 
peared to be narrowed, but no definite point of 
obstruction was visible on the films, although it 
was thought to be at the edge of the mass. The 
mass displaced the ascending colon laterally. 


A laparotomy was performed two days after 
entry. 


DIFFERENTIAL DIAGNOsIS 


Dr. E. Parker Haypen: The first important 
point in the history is the occurrence of bright-red 
rectal bleeding at intervals for a year. The fact 
that the patient was not aware of having hemor- 
rhoids means nothing, because internal hemor- 
rhoids are not appreciable to an individual unless 
they appear outside the anus. This woman, there- 
fore, may have had internal hemorrhoids which 
were the source of bleeding. The attacks of 
cramplike pain began two and a half months be- 
fore entry, and their character is certainly sug- 
gestive of the presence of some type of intestinal 
obstruction. The pain started in the left lower 
quadrant, was sometimes felt in both lower quad- 
rants, radiating upward to the midline, and was 
accompanied by distention on many occasions. 
Her vomiting, however, was induced, which sug- 
gests that the obstruction must have been low 
down and incomplete or she would not have had 
to induce the vomiting. The attacks occurred 
every one or two weeks and lasted three or four 
days. I get an impression from the history that 
although she was having cramplike pain, she also 
had more or less constant pain which lasted sev- 
eral days at a time. The statement that the eat- 
ing of food had no effect on the pain suggests 
that the pain was there most of the time. A short 
time before entry she had several attacks of a dif- 
ferent type of pain, boring in character, starting 
at the umbilicus and radiating through to the 
back. This story of course remotely suggests a 
gallstone attack, but the location of the pain, so 
low down, is against it, and she had not been 
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jaundiced. Just a few days before entry she had 
had diarrhea and for the past two days her bowels 
had not moved. 

Physical examination disclosed a distended abdo- 
men without spasm but with moderate tenderness 
—a picture quite consistent with the presence of 
a mechanical obstruction, but not suggestive of a 
paralytic ileus due to any widespread inflammatory 
process. There was some dullness in the flanks 
which may have been due to fluid. Pelvic and rec- 
tal examinations were negative. The fact that no 
mass was palpable in the abdomen and the fact 
that no mass could be felt on pelvic examination 
suggest that it could not have been a large one. 
An ovarian cyst six inches in diameter would ride 
above the true pelvis so that it could not be felt 
on vaginal examination, but a mass 15 cm. in 
diameter should easily be felt through the abdo- 


men. I therefore conclude from the x-ray findings 


that the soft-tissue shadow described as lying in 
the posterior part of the right lower quadrant was 
probably a flat mass with a good lateral diameter. 

The woman had a temperature of 100°F., a slight 
leukocytosis, a mild anemia, and a lowered serum 
protein, with a history of what I interpret as be- 
ing fairly constant pain during the attacks. Sev- 
eral possibilities come to mind. She may have 
had attacks of appendicitis, which finally devel- 
oped an abscess medial to the cecum, with adherent 
loops of small bowel, producing recently a definite 
mechanical obstruction. Another possible diagno- 
sis is diverticulitis. The x-rays fail to mention the 
colon, so we do not know whether such an ex- 
amination was made. The type of pain would fit 
in well with this diagnosis. The fact that the 
pain started on the left side suggests it, and more- 
over it is not unusual for a long loop of sigmoid 
to lie to the right of the midline where the soft- 
tissue shadow was seen in the films. On the other 
hand I should not expect an area of chronic 
diverticulitis to be visible by x-ray as a mass, un- 
less it had perforated and formed an abscess. 

I have considered the possibility of regional 
ileitis. The patient is rather old to have this dis- 
ease, and it does not seem to me that the past his- 
tory is suggestive. The x-ray finding of narrow 
loops of small bowel may indicate it, but I do 
not feel that’ the picture was characteristic of this 
disease. The narrowing in this case involved sev- 
eral loops of small bowel rather uniformly, and 
the picture did not show spasm. This woman, of 
course, may have had cancer, but her lack of weight 
loss and the fact that there are so many points 
to suggest an inflammatory process rather make 
me feel that such was not the case, despite the 
bleeding. The facts do not point clearly to a diag- 
nosis, but I believe she had an inflammatory process, 
probably an abscess in the region of the cecum 
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with small bowel adherent to it, and that she was 
getting attacks of actual mechanical obstruction. 
There is, however, no reason for making a diag- 
nosis of diverticulitis without any evidence of a 
colon x-ray’s having been done. Judgment as to 
source of bleeding is impossible without the re- 
sults of proctoscopic examination. The history 
sounds to me more like diverticulitis than anything 
else, and this might be put down as the most 
likely diagnosis, with an appendiceal abscess sec- 
ond. The bleeding may have been due to internal 
hemorrhoids, although a tumor in the bowel pro- 
ducing obstruction is a possibility. 
I should like to see the x-ray films. 


X-Ray INTERPRETATION 

Dr. Ausrey O. Hampton: She was a very obese 
person but these films are excellent. This mass 
that is described was quite definite. It could be 
seen in both the anteroposterior and lateral views, 
in spite of her size. This mass was sharply de- 
fined, smooth and perfectly round, and occupied 
the right kidney area. It was thought to be retro- 
peritoneal because it obliterated the outline of the 
psoas muscle. The right kidney outline could be 
seen. In the lateral view the center of the mass 
was nearly 5 cm. anterior to the vertebrae. ‘The 
small bowel overlying the mass was ileum, and 
was smaller than usual; so was the right half of 
the colon. The motor meal, however, could not 
fill this portion of the bowel because of obstruc- 
tion at a point in the lower jejunum. That is as 
far as we can go. The motor meal ended rather 
abruptly over the region of the left sacroiliac joint. 
The bowel in this area was round and smooth, 
but the obstruction did not have the appearance 
of intrinsic disease of the small bowel at this point. 
This is the flexure of the small bowel and the 
actual point of obstruction must have been in an- 
other place. At the same time it did appear to 
point toward the mass on the right side. Then 
the problem arose as to why the retroperitoneal 
mass would obstruct the terminal jejunum and 
how it could do it. Also, where was the right 
kidney, and since she was bleeding, was the dis- 
ease primary in the small bowel? 

Dr. Horace K. Sowres: I think recurrent at- 
tacks of pain of this character are typical of carci- 
noma of the small bowel, but of course that is a 
rather uncommon disease. 


PREOPERATIVE DIAGNOSES 
Ovarian cyst? 
Large bowel neoplasm? 

Dr. Haypen’s DIAGNosEs 
Inflammatory disease in region of cecum, either 


from diverticulitis or appendicitis, with sec- 
ondary mechanical obstruction of ileum. 
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ANATOMICAL DIAGNOSES 


Carcinoma of colon invading jeyunum. 

Obstruction of jejunum. 

Cortical cyst of right kidney. 

Peritonitis, acute localized. 

Abscess of abdominal wall. 

Coronary sclerosis with small, nonobstructing 
thrombus. 

Pulmonary atelectasis. 

Choledocholithiasis. 


PATHOLOGICAL Discussion 


Dr. Tracy B. Mattory: The autopsy findings 
were interesting and a little difficult for us to in- 
terpret. The problem of the mass in the right side 
was easily solved. It was the kidney with a very 
large cyst in it, and had nothing whatever to do 
with any of the patient’s symptoms. The small 
bowel was very obviously obstructed in the region 
of the lower jejunum, and when we took it out 
we found three apparently separate polyps pro- 
jecting from the mucosa. Each of these polyps, 
however, showed necrosis in its core, which I be- 
lieve never happens in a benign polyp. All of 
them appeared to penetrate the bowel wall, and all 
connected with a fair-sized mass, about 5 cm. in 
diameter, which lay in the mesentery. This was 
directly adherent to an area in the sigmoid, which 
was hard, firm and very much constricted. On 
opening the sigmoid it became obvious that the 
lesion was a primary carcinoma of the sigmoid. 
Then the question arose as to whether there were 
multiple polyps in the jejunum plus a cancer in 
the sigmoid, or whether this was all one neoplasm. 
Since seeing the microscopic sections and re-examin- 
ing the gross specimen, I now feel quite sure it is 
one tumor which started as a primary cancer of the 
large bowel, the sigmoid, invaded the mesentery 
and became adherent to the jejunum, penetrated it 
in three separate areas and continued to develop 
there in polypoid fashion. It is another case where 
I think if barium had been given from below 
first, instead of from above, they might have come 
nearer to making the diagnosis. 


Dr. Joun D. Stewart: What was done at oper- 
ation? 


Dr. Matrory: At operation this large mesen- 
teric mass was found adherent to both sigmoid 
and small bowel. It was not at all clear to the 
operator what it was. He believed it was tumor 
but had no idea where it was primary. He did an 
anastomosis between the two loops of small bowel 
in order to short-circuit the obstruction there, and 
then did a jejunostomy. The patient died about 
three days after operation with localized peritonitis 
and some sepsis of the abdominal wall, but she was 
in very bad shape at the time of operation. 
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CASE 24152 
PRESENTATION OF CASE 


A seventy-year-old, white, American woman en- 
tered the hospital with the complaint of right 
lower quadrant pain. 


She was essentially well until seven months be- 
fore entry when she had an attack of pain and 
tenderness in her right. upper quadrant, with 
nausea, vomiting, fever and chills. After three 
days the pain shifted to the right costovertebral 
angle and right lower quadrant. During the next 
four days the symptoms entirely disappeared. Two 
months before entry she had a similar episode 
which lasted for five days. However, a dull ache 
in the right side of her abdomen persisted up to 
the time of entry. Her appetite remained normal, 
her bowels moved regularly, and she said she had 
maintained her strength without marked loss of 
weight. However, a few days before entry she 
began to lose her appetite; and the night before 
entry she developed a constant, severe, sharp pain 
in her right lower quadrant which kept her awake 
all night. The pain was accompanied by nausea 
but no vomiting and was increased by motion and 
cough. For the two days before entry she had 
not had a bowel movement. For many years she 
had had slight bleeding from the rectum after a 
bowel movement, and on two occasions after rectal 
examinations she had involuntarily passed a small 
amount of blood. She was an obese woman, and 
for two years her physician had given her thyroid, 
with a gradual weight loss of 25 lb. She had had 
no hematemesis, jaundice or melena, except as 


noted above. Her past and family histories were 
essentially negative. 


Physical examination revealed a well-developed 
and nourished woman who did not appear to be 
very ill or to be suffering much pain. The heart 
and lungs were negative. The blood pressure was 
140 systolic, 80 diastolic. The abdomen was slightly 
distended, and there were tenderness and spasm 
in the right lower quadrant and right flank, most 
marked in the center of the right lower quadrant. 
There was an apparent mass with bowel overlying 
it which seemed to occupy the entire right lower 
quadrant and flank. Peristalsis was normal. Pelvic 
examination showed tenderness in the right vault. 
Neither the uterus nor any masses could be made 
out. Rectal examination was unsatisfactory because 
of exquisite tenderness and spasm of the sphincter. 

The temperature was 102°F., the pulse 116. The 
respirations were 25. 

The urine examination was negative. The blood 
showed a white-cell count of 14,000, 80 per cent 
polymorphonuclears. A flat abdominal x-ray film 
showed a moderate amount of gas in the colon 
without distention of the colon. No gas was vis- 
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ible in the small intestine. The midtransverse colon 
was high in position, and there were questionable 
adhesions in the region of the right side of the 
transverse colon. There was no evidence of ob- 
struction, and no masses were visible. 
A laparotomy was performed on the day of 
entry. 
DIFFERENTIAL DIAGNosIs 


Dr. Epwarp L. Younc: When any patient comes 
to a physician with right lower quadrant pain a 
great many diagnoses must be ruled out before 
arriving at the final one. A recent article sug- 
gests fifty-three possibilities, but of course most 
of these would be ruled out very rapidly. Here 
we have a woman of seventy with a seven months’ 
story of abdominal pain which has shifted down 
to the right side. I have repeatedly stated that/1 
believe any generalized or epigastric abdominal 
pain which shifts to the right lower quadrant is 
due to appendicitis in the vast majority of cases, 
so that if this original attack is correctly reported 
she has a lesion either in or very near the appendix 
and involving the peritoneum. We know that at 
seventy appendicitis is apt to present itself atypical- 
ly, and we have to be on the alert not to miss the 
diagnosis unless we are dealing with an abscess. 

What other possibilities must we consider? We 
have an “apparent mass.” This suggests the pos- 
sibility of a tumor of the cecum, and at her age 
cancer is the thing that comes to mind. We have 
no record of the hemoglobin and red count, but 
neither the story nor the examination suggests 
that there was the obvious anemia which is so 
apt to go with cancer of the cecum. The fact 
that she had no obstructive symptoms does not 
necessarily rule out cancer in this region, as our 
attention is generally called to it before it ob- 
structs. An intussusception does not seem to fill 
the bill, although it cannot be ruled out. We 
would expect more vomiting and a more wave- 
like symptomatology; when there was spasm of the 
bowel in an attempt to push along the intussuscep- 
tion there would also be nausea and vomiting, 
whereas in the intermission the patient would be 
perfectly comfortable. We have the story of bleed- 
ing by rectum, but the rectal examination suggests 
only a fissure and that might account for bleed- 
ing. Ovarian cysts would seem to be ruled out 
by the fact that this mass is well up in the ab- 
domen, not in the pelvis, and apparently behind 
the bowel. A large kidney such as the larger of 
two congenital cystic kidneys would seem to be 
out of the question because of her age and _be- 
cause congenital cystic kidneys almost always pro- 
duce the effects of chronic nephritis, whereas she 
has a normal blood pressure and a normal urine. 

It would seem to me that we have to make the 
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diagnosis which is most probable on the evidence, 
and that is an acute appendicitis with abscess 
formation. We have a story consistent with it. 
We have a white count which is elevated with a 
high percentage of polymorphonuclears. We are 
very sure it is not a peritonitis because after two 
days of peritonitis we would not be hearing nor- 
mal peristalsis. Peristalsis can be present early in 
a peritoneal infection, but it rapidly subsides and 
the abdomen becomes completely silent. I do not 
see how I can disagree with what I assume was 
the hospital diagnosis, acute appendicitis with an 
abscess formation. I cannot rule out a cancer of 
the cecum, but even if it is present there is cer- 
tainly sepsis as well. 1 do not believe that a barium 
enema would change the treatment even if. it 
showed an intracecal lesion. 


PREOPERATIVE DIAGNOsIS 


Acute appendicitis. 


Dr. Younc’s DIAGNOSES 


Acute appendicitis, with abscess. 
Cancer of the cecum, with sepsis? 


ANATOMICAL DIAGNOsIs 


Colloid adenocarcinoma of the cecum. 


PATHOLOGICAL Discussion 


Dr. BenyaMIN CasTLeMaNn: The reasoning that 
Dr. Young has presented essentially coincides with 
that of the hospital staff. A right rectus laparotomy 
was performed soon after admission, with a prelim- 
inary diagnosis of appendicitis. What the sur- 
geon found, however, was a large cecum containing 
on its posterior wall a tumor measuring about 7 
by 5 cm. which was fixed in the iliac fossa by ex- 
tension of the tumor through the cecal wall. There 
was some necrosis of the tumor, and evident super- 
imposed infection, but no evidence of perforation. 
The appendix was not visible, and it was felt that 
it was imbedded in the tumor. Because of the 
marked adherence of the tumor to the posterior 
abdominal wall, because of the condition and age 
of the patient, and because there had not been any 
obstructive symptoms, nothing more was done. A 
biopsy from the tumor showed colloid adenocarci- 
noma. The procedure that was contemplated was 
a transverse ileocolostomy, but it was thought too 
dangerous at this time. 

Dr. Younc: Even in retrospect I do not see 
how we can change our argument or make any 
different diagnosis. I certainly agree with the oper- 
ator in not doing anything further in the face of 
obvious sepsis. He knows better than anyone else 
whether an attempt should be made to do a radical 
operation at a later date. 
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PROTECTING OUR MINORITIES 


Tue people of Boston more, perhaps, than any 
similar group in the country, deserve congratula- 
tions on having over and surrounding them a 
guardianship which, like Him that watcheth over 
Israel, neither sleeps nor slumbers. Modern cen- 
sorship has indeed derived a rich inheritance from 
the spirit of our Puritan ancestors, who guaranteed 
to all, the right to think and worship as they did 
themselves. 

‘True, lapses have occurred during the interven- 
ing years, in which the spirit of tolerance has 
raised its ugly head and flashes of personal liberty 
have shot their sparks against a sturdy Victorian 
ostrichism, but these were only flashes in the pan. 
Totalitarianism is behind the wheel, guaranteeing 
to its helpless minorities that they shall not learn 
where babies come from, nor how. 
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No doubt censorships have their uses, and now 
it has been demonstrated that even Life itself can 
be censored. The disabling facts about censor- 
ships, however, are that they create an appetite, 
through curiosity, for this information that is be- 
ing withheld, and direct attention to what might 
otherwise have received only casual notice. 

The magazine, Life, is to be congratulated on 
the free advertising that it has received in Boston. 
Every so often some play, some book or some 
periodical is thus benefited in the Hub of the 


Universe. 


a 


PROPOSED LEGISLATION AGAINST 
THE SALE OF ALCOHOL 


Massacuusetts has frequently been a leader in 
progressive movements for the betterment of hu- 
manity, and her legislative acts have often served 
Unfortunately 
the wisdom responsible for this highly creditable 


as models for other states to copy. 


record has occasionally been in abeyance, and re- 
grettable results have sometimes followed such 
lapses. A striking example in this respect is the 
legislation which, on the repeal of prohibition, au- 
thorized the free sale of 95 per cent ethyl alcohol 
by druggists. Camouflaged by the requirement 
that the alcohol was to be used “for mechanical, 
chemical and medicinal purposes only,” it is gener- 
ally agreed that practically all of it so sold is 
used for beverage purposes. The dangers aris- 
ing from its beverage use are due to failure to 
dilute the product properly as intoxication comes 
on, and to the accumulation of the alcohol in 
the blood and organs, notably the brain, in ex- 
cessive amounts. When the alcohol content of the 
brain reaches 0.5 per cent the outcome is usually 
fatal. 

As should have been expected, this legislation 
has resulted in a very great increase in the mor- 
tality from alcoholism. Outside of Massachusetts, 
statistics compiled since the repeal of prohibition 
record a lowering in the mortality from alcoholism 
The only significant dif- 
ference between the alcohol-control methods in 


throughout the country. 


Massachusetts and in other states is the absence in 
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the latter of legislation authorizing the free sale 
of concentrated ethyl alcohol. 

Furthermore, there is evidence that the increase 
in deaths is largely among the poor, and there are 
indications that welfare money has been used in 
many cases for the purchase of alcohol. The com- 
bined results of the depression and unemployment, 
and the too easy access to cheap concentrated al- 
cohol, are apparently responsible for a large part 
of the death rate. 

A bill (House 1044) has been introduced in the 
Legislature for the purpose of regulating this ab- 
normal situation. Since alcoholism is basically a 
public-health problem, so considered and treated 
in European countries, it becomes the duty of the 
medical profession to exert its efforts toward the 
correction of this serious fault in our legislation — 
a fault which has resulted, since the repeal of 
prohibition, in an annual increase of 100 deaths 
over the already high death rate from this cause 
in the Southern Medical Examiner District of Suf- 
folk County alone. 

It is hoped that physicians will write to their 
senators and representatives and ask for the ap- 
proval of House Bill 1044, which is now before 
the Committee on Legal Affairs. 
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Cast History No. 67. CENTRALLY IMPLANTED 
PLaceNTA — BLEEDING AT TERM 


Mrs. S., a thirty-eight-year-old multipara, entered 
the hospital on October 29 in labor at full term. 
She was having mild pains and passing more blood 
than is considered normal for that stage of labor. 

The family history was negative for diabetes, 
tuberculosis, cancer and hemorrhagic disease. Her 
past history was negative except for whooping 
cough, measles and mumps. The tonsils had been 
removed when a child, and the appendix a few 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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years previously. Catamenia began at the age of- 
eleven, became regular and of the twenty-eight- 
day variety after two years, and lasted five days 
without discomfort. Her last period was Jan- 
uary 17, making the expected date of confinement 
October 27. There had been two full-term, nor- 
mal deliveries, and no miscarriages. The prenatal 
period of each previous pregnancy had been un- 
eventful except for a slight toxemia during the 
late third trimester. This pregnancy had been nor- 
mal except for slight bleeding once during the 


seventh month and a rise in blood pressure to 140 


systolic, 90 diastolic, during the last month; the 
latter was unaccompanied by albuminuria. A 
vaginal examination in the office at the seventh 
month revealed no cause for the bleeding, and very 
little importance was attached to the incident as 
it was slight and did not recur. Throughout her 
pregnancy her general physical condition had been 
good. 

When the patient entered the hospital she was 
in excellent condition. Her temperature was 
98°F.; pulse, 88; respirations, 20; hemoglobin, 80 
per cent. No complete blood count was done. In 
view of the fact that she was bleeding more than 
was normal, her husband was typed, and his blood 
found to be compatible. 

Abdominal examination showed a large abdo- 
men with the fetus in LOA position and the pre- 
senting part high and unengaged. The fetal heart 
sounds were easily heard below and to the left 
of the umbilicus. Under careful aseptic conditions, 
with the patient in the Trendelenburg position and 
under gas-oxygen anesthesia, a vaginal examination 
revealed a boggy vaginal vault and a vertex that 
could not be made to engage. No pulsation of 
the vessels was noted, but a small amount of fresh 
blood was seen coming from the cervix. A finger 
was carefully inserted through a soft multiparous 
os; this was followed immediately by a tremendous 
gush of blood. Before a vaginal packing, which 
had been held in readiness, could be inserted, the 
bleeding, which was terrifying in its proportions, 
had stained the drapes up to the patient’s neck. The 
introduction of 714 yd. of vaginal packing con- 
trolled the bleeding to a large extent. Following 
the hemorrhage, the patient’s pulse rose to 128. 
The placenta was felt to be lying entirely over the 
internal os. As the patient was not in labor and 
the diagnosis was complete placenta previa, ab- 
dominal cesarean section was decided upon. 

While the cesarean section outfit was being pre- 
pared, the patient was transfused with 500 cc. of 
her husband’s blood by the direct method. Under 
gas-oxygen-ether anesthesia, a section was _per- 
formed with the delivery of a full-term, normal, 
8-lb. baby. The piacenta lay completely over the 
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internal os, with the center of the placenta directly 
above the os. After the delivery of the placenta 
there was more than the normal amount of bleed- 
ing. Since the patient’s general condition was very 
good and there was no desire for more children 
and since it was feared that packing could not con- 
trol the bleeding from the placental site, a hyster- 
ectomy was performed. After operation, another 
direct transfusion was given. 

The patient’s postoperative course was unevent- 
ful, and both mother and baby were discharged in 
good condition on the seventeenth postoperative 
day. 


Comment. Before any case of bleeding late in 
pregnancy is examined vaginally, everything should 
be in readiness for operative delivery. Both a bag- 
ging kit and a cesarean kit should be boiled and 
ready for use. Had the operating room been pre- 
pared and the cesarean instruments boiled when 
the vaginal examination was made upon this pa- 
tient, an unnecessary delay would have been 
averted. 

The operation of cesarean section on patients 
with a centrally implanted placenta previa who 
are not in labor is becoming a commonly accepted 
procedure. The risk to the baby is negligible, 
if it is in good condition at the time of operation, 
and the cervical laceration that accompanies ac- 
couchement forcé is avoided. Most operators feel 
that such cases are best treated by an incision in 
the corpus rather than a low section, and it is 
very uncommon for a central placenta previa to 
demand hysterectomy. It does seem that hysterec- 
tomy for the purpose of achieving sterilization was 
an unnecessary procedure in this case. 


MEDICAL POSTGRADUATE 
EXTENSION COURSES 


The following sessions, given by the Massachusetts 
Medical Society in co-operation with the Massachusetts 
Department of Public Health, the United States Public 
Health Service and the Federal Children’s Bureau, have 
been arranged for the week beginning April 18: 


* BARNSTABLE 
Sunday, April 24, at 4:00 p. m., at the Gaps Cod Hos- 
pital, Hyannis. Subject: Pneumococcus Pneu- 
monia and Serum Therapy. Instructor: Freder- 
ick T. Lord. John I. B. Vail, Chairman. 


BERKSHIRE 
Thursday, April 21, at 4:30 p. m., at the House of 
Mercy Hospital, Pittsfield. Subject: Differential 
Diagnosis and Treatment of Scarlet Fever.  In- 
structor: Benjamin W. Carey, Jr. Melvin H. 
Walker, Jr., Chairman. 


*The course scheduled for Easter Sunday has been postponed to May 1. 
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BRISTOL soUTH (Fall River Section) 
Monday, April 18, at 4:30 p. m., at the Union Hospi- 
tal, Fall River. Subject: Drug Therapy in Pedi- 
atrics. Instructor: James M. Baty. Howard P. 
Sawyer and Robert H. Goodwin, Chairmen. 


ESSEX NORTH 


Friday, April 22, at 4:30 p. m., at the Lawrence Gen- 
eral Hospital, Lawrence. Subject: Drug Therapy 
in Pediatrics. Instructor: Eli C. Romberg. John 
Parr, Chairman. 


FRANKLIN 


Wednesday, April 20, at 8:00 p. m., at the Franklin 
County Hospital, Greenfield. Subject: Gonorrhea 
in the Male. Instructor: George C. Prather. Hal- 
bert G. Stetson, Chairman. 


HAMPDEN 


Thursday, April 21, at 4:00 p. m., at the Academy 
of Medicine, Professional Building, 20 Maple 
Street, Springfield, and at 8:00 p. m., in the Out- 
patient Department of the Skinner Clinic, Hol- 
yoke Hospital, Holyoke. Subject: Differential 
Diagnosis and Treatment of Scarlet Fever. In- 
structor: Charles F. McKhann, Jr. George D. 
Henderson and George L. Schadt, Chairmen. 


HAMPSHIRE 
Wednesday, April 20, at 4:15 p. m., in the Nurses’ 
Home, Cooley Dickinson Hospital, Northampton. 
Subject: Pneumococcus Pneumonia and Serum 
Therapy. Instructor: Maxwell Finland. Warren 
P. Cordes, Chairman. 


MIDDLESEX SOUTH 
Wednesday, April 20, at 4:00 p. m., at the Cambridge 
Municipal Hospital, Cambridge Street, Cam- 
bridge. Subject: Toxemias of Pregnancy. In- 
structor: Foster S. Kellogg. Edmund H. Rob- 
bins, Chairman. 


RECENT DEATH 


HOLDEN — Eucene M. Howpen, M.D., of Otisfield, 
Maine, died April 9. He was in his seventy-eighth year. 

Dr. Holden received his degree from Harvard Medical 
School in 1890. 

He was a retired fellow of the Massachusetts Medical 
Society and a member of the American Medical Associa- 
tion. He was also a retired official of the Metropolitan 
Life Insurance Company. 

His widow survives him. 
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MASSACHUSETTS CANCER PROGRAM 


April has been designated “Cancer Month” and this 
issue of the Bulletin is being devoted to outlining some of 
the results in cancer control that have been obtained by 
the combined efforts of the physicians of the State, lay or- 
ganizations, and the Massachusetts Department of Pub- 
lic Health. The appraisal made at the end of an eight- 
year period of the old cancer program was extremely dis- 
couraging. After three years of the new program, evi- 
dence is accumulating that undoubtedly proves the wisdom 
of the new program which Dr. Chadwick inaugurated in 
1934 
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In The Commonhealth Dr. Chadwick stated: “This 
policy is based on the thesis that the practicing physician 
is the keyman in the cancer control movement. It is he 
who will first see the cancer case; it is he who must edu- 
cate his patients to detect the early signs of the disease; 
it is he who must guide the patient to adequate therapy. 


“Group study is indicated in the diagnosis of cancer 
and the outlining of methods of treatment of the disease, 
for cancer is so complex a subject that the opinions of the 
surgeon, radiologist and pathologist, as well as that of the 
cancer specialist, are needed. The state-aided cancer 
clinics in Massachusetts are prepared to furnish group diag- 
nosis and advice on types of therapy as a consultation 
service for the physician. 


“The lay cancer committees of the town are to be 
known as the Co-operative Cancer Control Committees. 
They will arrange meetings, preferably in small groups, 
and invite the local physicians to discuss with them 
the subject of cancer.” 


The outstanding accomplishments of the Division of 
Adult Hygiene in 1937 are incorporated in the following 
table: 


1927 1933 1934 1935 1936 1937 
Cancer death rate per 
100,000 population... . 


Female cancer death rate 
per 100,000 population 
age group 20-60...... 

Median delay in months 
of patients with cancer 
between first symp- 
toms and visit to phy- 
sician 

Percentage of patients 
with cancer going 
within one month of 
first symptoms to phy- 
12.4 15.9 18.1 15.5 18.5 

Percentage of patients 
with cancer attending 
cancer clinics referred 


132.0 148.1 154.1 149.0 155.0 155.1 


118.8 115.2 120.9 111.0 111.7 


by physicians......... 44.8 68.3 70.55 74.0 79.9 86.3 
Total individuals with 

cancer attending can- 

cer clinics............ 302. 1015 1262 1319 


Percentage of patients 
with cancer alive ten 
years after attending 
cancer clinics......... 24.5 


Total number of physi- 

cians attending teach- 

ree 75 190 422 843 1384 
Percentage of physicians 

sending pathologic 

specimens from organ- 

ized Co-operative Can- 

cer Control Committee 

communities ......... 4.6 13.9 
Percentage of physicians 

sending pathologic 

specimens non- 

organized Co-operative 

Cancer Control Com- 

mittee communities... 3.2 6.8 


For many years the crude death rate from cancer has 
been increasing. This is due in part to improved diag- 
noses, in part to an aging of the population, and in part, 
possibly, to other non-ascertained causes. In the last few 
years, however, this rate is becoming stationary. When 
women alone are considered and when the effect of the 
aging of the population is partially removed by consider- 
ing the age group between twenty and sixty, there has been 
in 1935 and 1936 a decided drop in the rate. The 1937 
figures are not yet available, but from the crude rate it is 
felt that there may be an even greater improvement in this 
age-specific rate. 

The delay between the first recognizable symptoms of 
the disease and the time when the patient presents him- 
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self to a physician is one measure of the effectiveness of 
public education in cancer. While it is impossible to ob- 
tain such a figure from all individuals with cancer, it is 
believed that the sample obtained at the Massachusetts 
state-aided cancer clinics is sufficiently representative to 
warrant a more or less general statement. Between 1927 
and 1935 this period of delay fluctuated in the neighbor- 
hood of 6.0 months — the highest figure being 6.5 months 
and the lowest 6.0 months. In 1936 it dropped to 5.0 
months and had held this rate through 1937. Five months 
is too long a period for an individual with cancer to delay 
before consulting a physician, but it is a decided im- 
provement over six and a fraction months. 

Another estimate of a similar nature is the perceatage 
of individuals who go to their physicians within the first 
month of recognizable symptoms. In 1933 this percent- 
age was 12.4. In 1937 it had risen to 18.5, the highest 
figure since the inception of the Massachusetts Cancer 
Program. 

More and more the physicians of Massachusetts are 
taking the lead in referring patients to the cancer clinics. 
In the early days of the movement many patients came to 
the clinics because of newspaper publicity, and the per- 
centage referred by physicians was relatively small. In the 
first year of the clinics the physicians referred 44.8 per 
cent of all cancer patients attending the clinics. In 1937 
this figure increased to 86.3 per cent. 

The total individuals with cancer attending the clinics 
has steadily increased. In the first year there were 302; 
in 1937 there were 1319. The total visits at the cancer 
clinics in 1937, including new and old cancer patients 
as well as non-cancer patients, was 12,454. Of the new pa- 
tients, about one third had cancer. Of the old patients, 
a much larger percentage had cancer. Many of the visits 
of the old patients were repeat visits of the same indi- 
viduals. 

Of the group of 302 cancer patients who came in 1927, 
24.5 per cent were alive ten years after coming to the 
clinic. This does not necessarily mean that all of them 
were cured cases. Some of them were not, but it is felt 
that years of longevity may well be a measure of success 
in a cancer program. 

Teaching clinics were not instituted until 1933. Their 
numbers have rapidly increased from two in the first 
year to sixty-nine in the last. The attendance of physi- 
cians at these clinics numbered 75 in the first year and 1384 
in 1937—a great increase. 

Another method of measuring the influence of the 
Co-operative Cancer Control Committee is found in the 
use made of the Tumor Diagnosis Service by physicians 
living in communities that have been organized contrasted 
with those living in communities that have not been or- 
ganized. In 1935, 4.6 per cent of the total number of 
physicians in the communities that have been organized 
prior to January 1, 1938, sent specimens to the Tumor 
Diagnosis Service. From the same communities in 1937, 
13.9 per cent of the physicians made use of this service. 
Similar figures from the non-organized communities in- 
creased from 3.2 per cent to 6.8 per cent. It should also be 
pointed out that in some of the organized communities, 
pathological services have been set up, which would 
make this figure even more important. Furthermore, in 
1935, some of the communities were organized and others 
were not organized until late in 1937. This again strength- 
ens the importance of the difference between 4.6 per cent 
and 13.9 per cent. 

All these figures indicate that the present program is 
gradually accomplishing its end. The combined efforts of 
the medical profession and the public are being felt and 


| | 
Number of teaching clin- 
2 0 2 6 16 42 69 
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cancer control today seems nearer than ever before. (Re- 
printed from Cancer Bulletin, Massachusetts Department 
of Public Health, Division of Adult Hygiene; Number 57, 
April 1, 1938.) 


NOTES 


Among the recipients of Guggenheim Fellowships for 
1938 are the following: Dr. Jack H. Sandground, assistant 
professor of tropical medicine, Harvard Medical School — 
to study several problems in comparative parasitology in 
the Dutch East Indies; Dr. Clyde E. Keeler, instructor 
in ophthalmic research, Harvard Medical School — to col- 
lect material on genetics in relation to medicine; and Dr. 
Alfred G. Marshak, research fellow, New England Dea- 
coness Hospital — to investigate the mechanism of chromo- 
some division, especially the nature of chromosome struc- 
ture as revealed by response to treatment with x-rays and 
with neutrons. 


CORRESPONDENCE 
DEPARTMENT OF MENTAL DISEASES 


To the Editor: A comparison of the latest list of trus- 
tees of the state hospitals under the Massachusetts De- 
partment of Mental Diseases with the list of trustees given 
in the 1933 report of this department (Governor Curley 
was elected in 1934) shows that by death, resignation or 
failure of reappointment, the Commonwealth has lost the 
services of twelve doctors, namely Theodore S, Bacon, 
Enos H. Bigelow, Theodore Chamberlain, Laurence D. 
Chapin, Albert Evans, Channing Frothingham, Charles 
B. Frothingham, Abraham Myerson, Allan W. Rowe, 
Henry S. Rowen, J. Vincent Thuot and Frederick A. 
Washburn. 


In this list are one of the leading psychiatrists, one of the 
leading physiological chemists and one of the leading hos- 
pital administrators in the United States and the president 
of the Massachusetts Medical Society. In their stead, the 
governors have seen fit to appoint nine laymen and three 
doctors, namely Jeremiah A. Greene, E. Lewis Hartnett 
and Michael James Shaughnessey, — excellent men, — 
but three men cannot take the place of twelve. 

Other able citizens whose names no longer appear on 
the lists of trustees are the Hon. William J. Sullivan, Mrs. 
Esther M. Andrews, Dr. Henry Lefavour, Mrs. Edna W. 
Dreyfus, Albion L. Danforth, Charles A. Littlefield, Hor- 
ace A. Keith, Professor Richard T. Fisher, Francis Pres- 
cott, Frank B. Hall, Walter Channing, Walter L. 
Stevens, Arthur B. Reed, Henry K. Hyde, Miss Frances 
E. Cheney, Professor Thomas N. Carver, to name a few. 
Here are valuable members of the community whose serv- 
ices and wisdom the Commonwealth can ill afford to lose. 

As is well known, Dr. Overholser, former commission- 
er, Was not reappointed. He is now superintendent of 
St. Elizabeth’s Hospital, the great federal hospital in 
Washington, and professor of psychiatry at George Wash- 
ington University. Dr. Clarence D. Barrett, assistant 
commissioner, resigned and now heads the Department 
of Mental Diseases in Michigan. Another able physician, 
Dr. Charles S. Woodall, has resigned from the Fernald 
State School staff to be superintendent of a hospital in 
Vermont. Dr. James V. May, who in spite of ill-health 
was persuaded to serve as commissioner for a time after 
the untimely death of Dr. Kline, and who is a former 
president of the American Psychiatric Association, was 
forced to resign from his position as superintendent of the 
Boston State Hospital, and other members of the staff of 
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that hospital after long years of faithful service have 
summarily been separated from their positions. Miss 
Josephine E. Thurlow, recently appointed chairman of the 
trustees of that hospital, is now handicapped in the per- 
formance of her duties by residence in North Adams. 

Unless the distribution of hospital beds in Massachu- 
setts varies from the ratio throughout the country, the 
26,000-odd beds under the control of the Department 
of Mental Diseases represents more than half of the hos- 
pital beds in the state of Massachusetts. 

Surely, the lamentable condition in the Department of 
Mental Diseases should be of interest to the physicians 
of Massachusetts and to the Massachusetts Medical So- 
ciety! 

Only a feeble-minded optimist can believe that polli- 
ticians will stop being interested in a state department 
that expends more money than any other department of 
the State except the Department of Public Works. Nor 
will the morale of the service be improved by giving more 
power to the governor and even less power to the trus- 
tees. Already, the power of the trustees is little more than 
that of criticism and inspection, yet they are held respon- 
sible for malfunctioning, which they have no power to 
rectify. 

Until politics and public health are dissociated, we phy- 
sicians of Massachusetts must hang our heads in shame. 

Donatp Greco, M.D. 
Wellesley, Massachusetts. 


ANNUAL REGISTRATION 


To the Editor: In the March 17 issue of the Journal is 
a letter from Dr. Richard Dutton, of Wakefield, concern- 
ing “The Proposed Bill for Annual Registration in Mass- 
achusetts.” The letter contains, either by direct statement 
or by implication, so many inaccuracies that I think a 
supplementary statement setting forth some facts is 
needed. I have on another occasion suggested to Dr. Dut- 
ton by letter that he refrain from making public state- 
ments if he is not informed as to their accuracy. 

Dr. Dutton’s first statement is, “in 1936, 1937 and 1938 
the State Board of Registration has made determined 
drives to compel the medical profession to ‘trade in’ its 
permanent right to practice medicine in Massachusetts 
for an annual permit with varying and probably increas- 
ing restrictions.” In several respects this statement is not 
correct. The Board has made no “drive.” Under the 
statute the Board may, if it sees fit, suggest to the legisla- 
ture that certain changes be made in the law. The Board 
has limited its activity to making such recommendations 
as to annual registration of physicians. I have been asked 
again and again why the Board does not “fight.” Such 
“fight,” “drive,” “campaign” or other effort is outside 
the province of the Board, so that any “victory” won by 
Dr. Dutton, for example, is a victory in which he alone is 
“fighting.” 

I have a copy of House Bill 41 before me: “An Act 
to require annual licensing of qualified physicians.” It 
does not provide for the “trading in” of a permanent right 
for an annual permit. It contains no reference to this 

“permanent right” to which Dr. Dutton refers, and no 
provision of this bill affects the “permanent right” of a 
physician to practice medicine except insofar as such bill 
becomes part of the law of the Commonwealth pertaining 
to the practice of medicine. For years the law has pro- 
vided that any “offence against the laws of the common- 
wealth relating thereto,” that is, to the “practice of his 
profession,” may be grounds for revocation of a license to 
practice medicine, 
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Dr. Dutton has stated on one occasion that he “under- 
stood” that if the Board had a grudge against a doctor 
ic could refuse to renew his registration. The bill says 
that if certain specified conditions are fulfilled, the Board 
“shall give to each qualified registered physician... a 
certificate.” Dr. Dutton’s understanding is at fault. The 
bill is mandatory. 

Dr. Dutton says next: “The Council of the Massachu- 
setts Medical Society has each year emphatically opposed 
such proposed legislation.” The records of the Council, 
however, show that in 1937 the Council at first approved 
such legislation and at a later meeting merely withdrew 
its approval. Here Dr. Dutton’s memory is at fault. 

It is encouraging to those who are interested in the 
passage of this bill to learn from Dr. Dutton’s letter that 
“the Committee on Public Health of the State Legislature 
will probably favorably report a bill for annual registra- 
ton.” 

Dr. Dutton says next: “The present laws read that any 
physician opening an office must within two weeks present 
credentials and sign statements with the city or town 
clerk, and said clerk must transmit copy of the statement 
to the State Board of Registration within twenty-four hours 
and both are subject to fines for not so doing.” The law 
on this point, Chapter 112, Section 8, is before me. It 
covers nineteen lines in the statute book, so I shall not 
repeat it; Dr. Dutton’s paraphrase or abstract is inaccurate 
in several respects. 

Dr. Dutton then asks three questions and says many 
more might be asked. The many I cannot answer because 
I do not know what they are. Some kind of answer, ap- 
proximately correct, can be made to the three, but will 
Dr. Dutton specify the “other rigorous existing laws” to 
which he refers that are not enforced? 

The specific “rigorous” law concerning the nonenforce- 
ment of which Dr. Dutton complains is the one of which 
he gives the inaccurate abstract, and to which reference 
has already been made. It has not been rigorously en- 
forced because, by itself, it gives the Board so little help. 
Not infrequently enquiries are made concerning physi- 
cians. “Who is Dr. Blank? He is not in the directory 
of the American Medical Association and I do not find 
him in the telephone book.” The reply from the Board is: 
“He was registered by the Board in 1924, and the City 
Clerk reported in that year that he had opened an office 
in Boston. We have never heard from him since.” The 
_ report from a city clerk fourteen years ago does not really 
help much now. 

The second question is, “How do lapses affect malprac- 
tice insurance?” Here Dr. Dutton is again inaccurate. 
What does he mean by “lapse”? There is no lapse of 
registration since registration cannot lapse and so mal- 
practice insurance cannot be affected. Also since “mal- 
practice” is specified by the statute as ground for revoca- 
tion of license the “insurance” would be of no effect 
against action by the Board, It must be that Dr. Dutton 
is writing about something other than what he says. 

The third question is, “Would the medical profession 
continue to be ruggedly independent?” “Have you 
stopped beating your wife?” The answer, of course, is 
not merely “Yes” or “No.” If there is any rugged inde- 
pendence in the profession, it will not be affected by the 
bill. 

It is true, I think, that in every state in which annual 
registration of physicians has become statutory, there have 
been found some persons practicing under the licenses of 
deceased physicians. Within two weeks I have been 
credibly informed concerning a man who practiced for 
thirty years in Massachusetts under the license of a de- 
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ceased physician. I intentionally omit identifying details, 
but the matter recently came to light after the death of 
this unlicensed person. It is reported that the chiropractors 
are making vigorous efforts against this bill. Does Dr. 
Dutton know what his co-laborers are doing and why? 

When the Board, familiar with some of the difficulties 
of restricting the practice of medicine to persons duly 
licensed, says that annual registration of physicians will be 
distinctly helpful in law enforcement, presumably there 
is something in it. One might object on the ground that 
it will not work; that is, it will not accomplish what it 
is intended to accomplish. The answer to this is the tes- 
timony from other states; the law has been successful, 
and some states say they do not know how they could 
get along without it. One might complain that he re- 
fused to be taxed for this purpose. This objection must be 
dealt with on its merits. I presume that Dr. Duttoa 
would refuse to drive an automobile on the ground that 
he did not approve of some of the uses to which the 
“gas is diverted. 


The reason why the annual registration of physicians, 
or the annual licensing of physicians, will become statu- 
tory sometime, if not this year, is because the people of 
Massachusetts are entitled to know what persons are li- 
censed to practice medicine, and what persons actually are 
practicing medicine in this State. This information should 
be made available in the form of lists printed annually 
and kept up to date. When the people know what is in- 
volved, they will demand the information and they will 
get it, as they cannot do now. Any talk about the “regi- 
mentation” of physicians, the taking away from the physi- 
cian his right to use his best judgment in practice, or the 
“trading in” of any permanent right to practice, on the 
basis of House Bill 41, is merely silly. 


STEPHEN M.D. 


520 Commonwealth Avenue, 
Boston. 


EARLY OPERATIONS FOR APPENDICITIS 


To the Editor: With the renewed interest in the treat- 
ment of appendicitis, the following account of the steps 
leading up to the first operations for the treatment of the 
disease may be of interest. 


Worcester, M.D. 


Waltham, Massachusetts. 
* * * 

A half century ago when we were asked why there was 
more appendicitis in Waltham than in Boston our answer 
was that we so named our patients’ recoveries while else- 
where the death certificates for the same disease gave 
peritonitis as the cause. This though impolite was never- 
theless the truth. It reminds me of what was said to me in 
London in 1888. I had been introduced by kind col- 
leagues to famous British surgeons. The notes of intro- 
duction mentioned my familiarity with appendicitis. But 
I was astonished by the statement of my newly found friends 
that they had no such disease in England. Some years 
later one of these gentlemen postponed the coronation of 
Edward VII on account of the King’s appendicitis. A few 
vears later | persuaded Harvard to give him an honorary 
degree. 

As a matter of fact Waltham is the place where the 
operation for appendicitis first became fashionable. And 
perhaps the story of what led up to this treatment of the 
disease will be of interest. During the spring and sum- 
mer of 1883 when I was house physician at the Boston 
Lying-in Hospital I had sad experiences with puerperal 
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peritonitis. This tragic story I have told elsewhere (New 
Eng. J. Med. 209:1109-1112, 1933). The pathologist at 
the Massachusetts General Hospital, Dr. W. F. Whitney, 
kindly performed an autopsy on one of these patients. The 
great accumulation of pus in the abdominal cavity of that 
poor woman made a great impression on me. And later 
in that year, in my association with Dr. E. R. Cutler, an 
autopsy which I had the misfortune to have to perform on 
a similar puerperal case gave the same result. The next 
year at an autopsy on an older woman a large collection 
of pus was found in the right side of the abdomen. Soon 
again one of my patients—a strong young man — died 
with his abdomen full of pus. 

My growing conviction that it would be better to have 
such collections of pus evacuated before rather than after 
death was strengthened by Dr. B. F. D. Adams, to whose 
practice I succeeded when he was obliged to leave Wal- 
tham for Colorado Springs. He told me that if he were 
able to resume his practice he would employ surgical treat- 
ment in such cases. Dr. E. R. Cutler, my senior partner, 
had also come to the same conclusion. We decided 
that in such cases if not allowed to employ surgery we 
would not continue in charge of them. To Dr. Cutler 
first came the test of our conclusion. On June 20, 1886, 
one of his patients, a railroad conductor, after a few days’ 
sickness, presented symptoms of an abscess in the right 
abdomen. He consented to operation. Then the question 
was how to get at the pus. It would of course never do 
to make a direct attack. That would violate all surgical 
canons. And so Dr. Cutler bored in from under Pou- 
part’s ligament. The pus came out freely, and if there 
also presented a gangrenous mass, Dr. Cutler failed to 
dislodge it. But a few days afterward such an object 
appeared on the dressings. Neither of us knew what it 
was. We had never seen a gangrenous appendix. Dr. 
Cutler in his brief report of this case (Boston M. & S. J. 
70: 554-556, 1889) mentions only “a free discharge of 
faeces” from the wound. The man made a rapid and 
complete recovery. 


My turn came next. On August 19, 1886, I was called 
to a case of a nine-year-old girl who had just been sent 
home from the Massachusetts General Hospital to die. 
Her parents were told there that the case was inoperable. 
When I told them of my determination to continue in 
charge of such a case only when allowed to employ sur- 
gical treatment they naturally were at first very unwill- 
ing. But two days later, on the ninth day of the disease, 
they consented, convinced that otherwise the child would 
die. My operation (first reported by Dr. Cutler in his 
article previously noted) was briefly as follows. I aspi- 
rated through the loin; stinking pus flowed from the 
trocar. Following the trocar with bistoury, dilators and 
then with my fingers, I found a small mass in the abscess 
cavity. Dr. Cutler insisted that I must have cut into the 
cecum and got hold of a lump of feces. I protested this 
was not the case. “Then pull it out,” he said. Telling 
him it was hitched on, I asked for a double tenaculum and 
with this I pulled out the object. Again neither of us 
knew what it was. The child, however, made a rapid and 
complete recovery and is still living. This was before Dr. 
Fitz’s famous pronouncement upon the cause of typhlitic 
abscesses. The reason why Dr. Cutler insisted even in his 
reports of these cases that the masses were merely feces is 
that we then knew the appendix vermiformis only as its 
name implies. But we were making progress: our pa- 
tients made rapid recoveries. 

In the next case of our series I was the patient. I had 
had many previous attacks, some of them quite severe. 
But this time it was terrific. Fortunately for me, my 
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classmate, Dr. H. A. Wood, had begun his practice in 
Waltham, and to his unremitting care by night and day 
I owe in large degree my life. But the surgeon who 
finally consented to my appeal for operation was Dr. J. 
W. Elliot. With Drs. R. H. Fitz and M. H. Richardson 
in opposition, on the ground that I was too near death 
from general peritonitis, Dr. Elliot boldly operated by di- 
rect incision over what I insisted was the seat of trouble. 
He did not find the appendix but evacuated the pelvic 
abscess. As this operation has been described by Dr. 
Elliot (Boston M. & S. J. 68:92-93, 1888), my own impres- 
sions would be of little value. But when I read in Dr. 
E. A. Codman’s memoir of Dr. Elliot that this operation 
was the first in the world where a man’s abdomen was 
deliberately opened by a surgeon in search for the cause 
and relief of his peritonitis, I realized for the first time 
my real distinction. 

The next forward step in our Waltham progress toward 
the proper treatment was equally bold and brilliant. Dur- 
ing my convalescence Dr. Cutler came to tell me about 
one of our neighbors who had just begun to have the same 
trouble. I begged him to tell the man that if he would 
consent to immediate operation he no doubt would be 
saved from the suffering and danger I had just been 
passing through. The man consented, and on December 
23, 1887, Dr. Cutler and Dr. Wood after a direct abdomi- 
nal section removed his inflamed and partially gangrenous 
appendix. The man made an immediate recovery. For 
Dr. Cutler’s modest report of this first perfect appendec- 
tomy, see his article previously noted. 

With these experiences is it any wonder that we became 
convinced of the advisability and even the necessity of 
immediate operation in cases of appendicitis? But it 
was a long time before we Waltham men had the sup- 
port of our professional brethren. Instead, we encoun- 
tered their bitter opposition. In various records of medi- 
cal meetings during the next few years reports may be 
found of discussions of Waltham’s heresy; that is, of 
our departure from what was then held to be correct 
procedure. But I do not know if there was ever pub- 
lished a report of the meeting of the Suffolk District 
Medical Society at which I was hammered unmercifully. 
The meeting was called for the discussion of the treat- 
ment of appendicitis. On the blackboard were written 
three questions to which the discussion should be con- 
fined. The first question was, “What should be the 
medical treatment of appendicitis?” The second was, 
“If surgery is employed, when should it supersede medical 
treatment?” The third was, “If surgery is employed, 
where should the incision be made?” As a guest my turn 
came last. In answer to these questions, I said that there 
is no medical treatment for appendicitis, that the only 
proper treatment is surgical from the outset of the dis- 
ease, and finally that the surgical incision should be, as 
always, over the seat of the trouble. I then exhibited 
eight diseased appendices which we Waltham men had re- 
moved from our patients. I told them that seven of the 
patients had recovered, and that the eighth specimen had 
been taken from a dying man who begged for the opera- 
tion even after I told him there was but one chance in a 
thousand of his survival. I operated because I myself had 
begged so nearly in vain for operation after 1 had been 
told that I was near to death. Then the storm broke. I 
was asked by an irate surgeon how I dared violate all sur- 
gical principles. My answer was that it was because I was 
a coward and did not dare not to operate. Dr. M. H. 
Richardson then said that he had operated fifty times on 
typhlitic abscesses and in none of these cases had he ever 
seen the appendix. Then in the heat of the battle I de- 
clared that Dr. Richardson by his own admission was not 
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competent to discuss the subject, in that he had never 
treated the disease but only its sequelae. This unhappily 
led to a breach between good friends. 

Over our beer at the Tavern Club after the meeting Dr. 
Fitz begged me to apologize to Dr. Richardson, saying that 
I had cut him to the quick, but Dr. Elliot insisted that I 
should not do so, for what I had said was the truth. So 
far as I remember Dr. Elliot was my only backer at this 
large meeting. But after several years Dr. Richardson for- 
gave me. At the semi-centennial anniversary of the first 
use of ether as an anesthetic, he came to me at the 
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luncheon saying that he wanted to introduce me to Dr. 
McBurney, of New York, who had become famous for his 
appendectomies. Dr. Richardson said to him, “I want to 
introduce to you a man who took out the appendix before 
you ever heard of it.’ Dr. McBurney asked me, “When 
did you first take out the appendix?” I replied, “In Aug- 
ust, 1886. When did you first perform the operation?” 
“Goodness, not until 1888,” or perhaps it was even 1889 
that he said. After that Dr. Richardson and I were even 
closer friends than we were before. He had by then be- 
come the foremost New England appendectomist. 


ETHER-OPERATION PAINTING 


To the Editor: The painting, by A. I. Keller, of the 
ether operation at the Massachusetts General Hospital, 
October 16, 1846, which is here reproduced through the 
courtesy of Houghton-Mifflin Company, has appeared in 
many publications, and one would think that the original 
could be easily found. Attempts, however, to do so have 
failed, even though inquiries have been made at the 


Massachusetts General Hospital, the Boston Museum of 
Fine Arts, the Boston Public Library and elsewhere. Can 
any of our readers give this information? In addition, 
one would like to know something more about the circum. 
stances under which this picture was painted. 


Henry R. Viets, M.D. 
6 Commonwealth Avenue, Boston. 


THE FIRST PUBLIC DEMONSTRATION OF SURGICAL ANAESTHESIA 


Left to right: Dr. H. J. Bigelow, Dr. A. A. Gould, Dr. J. Mason Warren, Dr. J. C. Warren 
Dr. W. T. G. Morton Dr. Samuel Parkman, Dr. S. D. Townsend, Dr. George Hayward 


ARTICLES ACCEPTED BY THE AMERICAN 
MEDICAL ASSOCIATION COUNCIL 
ON PHARMACY AND CHEMISTRY 


To the Editor: In addition to the articles enumerated 
in our letter of February 26 the following have been ac- 
cepted: 


The Drug Products Co. 
Hyposols Sodium Cacodylate, % gr. (0.048 gm.), 1 cc. 
Hyposols Sodium Cacodylate, 1 gr. (0.10 gm.), 1 cc. 
Hyposols Sodium Cacodylate, 3 gr. (0.194 gm.), 1 cc. 
Hyposols Sodium Cacodylate, 5 gr. (0.324 gm.), 1 cc. 
Hyposols Sodium Cacodylate, 7% gr. (0.5 gm.), 5 cc. 


Eli Lilly & Co. 
Sulfanilamide Tablets, 74 gr. (0.5 gm.) 


Parke, Davis & Co. 
Tablets Sulfanilamide, 7’, gr. (0.5 gm.) 
Paut Leecu, Secretary. 
535 North Dearborn Street, 
Chicago, Illinois. 
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TRUDEAU SOCIETY 


A meeting of the Trudeau Society was held at the Beth 
Israel Hospital on February 24. Dr. Leon A. Alley, the 
chairman of the meeting, introduced the speaker of the 
evening, Dr. Evarts A. Graham, of St. Louis, whose 
subject was “The Problem of Bronchiogenic Carcinoma.” 
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Dr. Graham opened by stating that in his opinion all 
primary carcinomas of the lung are bronchiogenic in 
origin. He then divided bronchiogenic carcinomas into 
two groups: (1) squamous-cell carcinomas—a_ well- 
defined group, both clinically and pathologically; (2) a 
large heterogeneous group of tumors including the so- 
called round-cell carcinomas and oat-cell carcinomas, adeno- 
carcinomas, and the recently much’ discussed adenomas. 
It was concerning this last tumor, the so-called benign 
adenoma of the bronchus, that Dr. Graham talked in 
detail. 


The benign adenomas arise from a bronchus and appear 
on bronchoscopy as smooth, round, vascular, pedunculated 
tumors. To the bronchoscopist it appears as if he were 
dealing with a benign tumor which he can completely 
remove. Histologic examination of these tumors reveals 
an encapsulated mass composed of cords of small round 
cells showing no mitotic figures. In the literature there 
is a widespread belief that they are benign in character, 
hence the name benign adenomas. It was the thesis of 
Dr. Graham's talk that these should not be regarded as 
benign tumors, and furthermore, that they are related 
to the round-cell and oat-cell carcinomas and the adeno- 
carcinomas of the lung. 


The speaker then presented cases in which the diag- 
nosis of adenoma was made at bronchoscopic examination 
and confirmed by biopsy; in some of the cases it was felt 
by the bronchoscopist that all the tumor had been re- 
moved. Opportunity for further examination of the in- 
volved lung was obtained either through pneumonectomy 
or autopsy. Examination showed that all the tumor had 
not been removed at bronchoscopy, and that in some 
areas the remaining tumor cells were invading blood and 
lymph vessels. In his series of cases of adenoma, metas- 
tases have been found in mediastinal lymph nodes, in 
the parietal pleura and in many distant organs, particu- 
larly the adrenals and kidneys. Hence these tumors can- 
not be considered to be benign, and as their histologic 
structure is not that of an adenoma, the term benign 
adenoma is a most unfortunate one. 


Dr. Graham then projected a series of slides to show 
that material closely resembling fetal mesenchyme and 
fetal bronchi is sometimes found in these tumors. In 
fact, there is a startling histologic resemblance between 
fetal lung tissue and biopsy specimens of these adenomas. 
In addition, bone and cartilage are seen in these tumors. 
Turning to the embryologic development of the lung, he 
showed that in the course of normal development there 
are excessive numbers of bronchial anlagen, many of 
which normally atrophy. He then postulated that these 
tumors arise from bronchial anlagen which would nor- 
mally atrophy but for some reason fail to do so, and 
suggested the term “embryoma” as a more fitting name. 
Tumors arising from these anlagen would be expected 
to contain more than one type of tissue; connective tis- 
sue, bone and cartilage, as well as epithelial cells are 
found in these tumors. In Dr. Graham’s opinion the 
rare chondromas, fibromas, fibrosarcomas lipomas 
have the same origin, and represent varying lines of dif- 
ferentiation. He suggested that in addition the round- 
cell and oat-cell carcinomas and the adenocarcinomas 
have a similar origin from bronchial anlagen which 
have failed to atrophy. 

In support of this theory, he showed that the lungs 
containing adenomas often have certain developmental 
abnormalities, such as, small accessory bronchi (in one 
case the lung contained ten or twelve of such bronchi), 
accessory Jobulation, and abnormal development of 
fissures. 
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These tumors, and bronchiogenic tumors in general, 
are peculiar in that they often occur in young individ- 
uals. Many of the patients have a very long history of 
pulmonary symptoms, sometimes as long as eighteen 
years. 

In summary, Dr. Graham pointed out that the term 
adenoma was a very poor one; that these tumors should 
be regarded as potentially malignant; and that while 
bronchoscopic removal may be occasionally complete, 
more often a portion of the tumor is left behind. 

The discussion was opened by Dr. Edward D. Churchill, 
who agreed that the term, adenoma, was a poor one. He 
stated that he was attracted to the hypothesis that these 
tumors arise from embryologic defects and agreed that 
these tumors should be regarded as dangerous lesions. 
Dr. Richard H. Overholt illustrated by figures from his 
clinic that the clinical diagnosis of carcinoma of the lung 
is now being made in a high percentage of cases, and 
that the mortality rate following pneumonectomy has now 
reached a surprisingly low figure, only 1 death having re- 
sulted from 11 pneumonectomies done in 1936 and 1937. 

Following this a number of questions were asked of 
Dr. Graham, who, in closing, answered as follows: (1) in 
the vast majority of cases fluid in the pleural cavity in 
cases of pulmonary carcinoma indicates pleural metas- 
tases and is a contraindication to operation; (2) it is 
possible to find malignant cells in pleural fluid in an ap- 
preciable percentage of cases; (3) in a case presented by 
Dr. Henry L. Cabitt, in which an “adenoma” had been 
removed bronchoscopically and which now shows no evi- 
dence of tumor, he advised, against an immediate pneu- 
monectomy and favored waiting with close observation; 
(4) true papillomas of the bronchus do occur, but they 
are exceedingly rare; (5) there is no evidence that tuber- 
culosis and bronchiectasis have any etiologic relation to 
pulmonary carcinoma; (6) in commenting upon a ques- 
tion concerning an apparent discrepancy between the 
results in Jackson’s series of cases and his own conception 
of the nature of adenomas, he emphasized that he did not 
deny that in some cases bronchoscopic removal effects a 
cure, but that he did feel such an outcome is rare. He 
also pointed out that these tumors have the peculiar ability 
to form scar tissue at the point of biopsy, and that this 
may delude the bronchoscopist at subsequent examinations 
into believing no tumor is left behind. 


NEW ENGLAND HEART ASSOCIATION 


The regular monthly meeting of the New England 
Heart Association was held at the New England Deaconess 
Hospital on February 28. The following program was 
presented: 


ProGNosis oF ApuLt WomeEN witTH Muirrat STENOsISs. 
Burton E. Hamilton, M.D. 


A group of 100 women of childbearing age, averaging 
twenty-nine years, with chronic rheumatic heart dis- 
ease, were re-examined after an average interval of ten 
years. There were only 6 cases of rheumatic fever in 900 
patient-years. There was little evidence of a tendency 
for the rheumatic disease to progress, and less evidence 
that it tended to improve. Twenty-nine died. Seventy- 
four were in a favorable group when first seen; 20 per 
cent died. Of 26 in an unfavorable group, 54 per cent 
died. The mortality rate in the whole group and in 
all subdivisions were definitely better than that reported 
by Grant from a follow-up of British soldiers with 
chronic heart disease. Among women who had uncom- 
plicated mitral stenosis where a diastolic murmur of the 
“aortic” type appeared later, more often than not this 
murmur persisted. There was, however, definite evi- 
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dence of an inconstant diastolic murmur of the ‘ 
type in some patients with mitral stenosis. 
preliminary report. 
made later. 


‘aortic” 
This is a 
A report on a larger group will be 


Tue Heart ix Postoperative Deatus. Shields 


M.D 


In the period from January 1, 1927 to June 30, 1937, 
there were 252 postoperative deaths autopsied in this 
laboratory. These cases were primarily derived from the 
New England Deaconess, the Palmer Memorial, and the 
New England Baptist hospitals, although a scattering of 
other cases are included. These cases represent 14 per 
cent of the autopsies (1756) during this period. 

Those cases dying within one month after operation are 
considered as postoperative deaths provided that the 
death was not due to the natural course of the condition 
for which the operation was done. Thus if the patient 
died of metastases of carcinoma of the rectum following a 
palliative loop colostomy, it was not considered as an opera- 
tive death. Two groups of cases representing unusual 
surgical hazards have been excluded. These are the cases 
of brain surgery and of chest surgery. 

Twenty-six of 252 postoperative deaths, or 10.3 per 
cent, were cardiac. This is the fourth most important 
cause, being outranked by sepsis, pulmonary embolus 
and pneumonia. 

Naturally these fatalities occurred in old individuals. 
The average age was 62.6 years: the youngest patient was 
forty years of age, the oldest eighty-three. Postopera- 
tive cardiac death, therefore, is almost entirely a problem 
of the later decades. Sixteen of the patients were male, 10 
female. The youngest patient dying of a cardiac death 
was a woman of forty years of age, dying of coronary 
sclerosis immediately following a hysterectomy. She was 
moderately obese which was undoubtedly an important 
factor. 

The predominant lesion in this group is coronary dis- 
ease. The primary disease for which operation was done 
ranged from renal calculus to carcinoma. Several diabetic 
and thyroid cases are represented. 

Subacute bacterial endocarditis (due to Streptococcus 
viridans) occurred in only 1 patient, a woman of sixty- 
nine, dying two days after vulvectomy for carcinoma. 
It might be mentioned in passing that in the generally 
weakened condition of patients with advanced carcinoma, 
it is not unusual to encounter early lesions of bacterial 
endocarditis. However, this is the only instance I have 
encountered where death was due to endocarditis itselt 
rather than to the accompanying cancer. 

One case of acute pericarditis occurred, developing in 
a sixty-two-year-old man who died eight days after a 
transurethral prostatectomy. 

Two deaths occurred from auricular flutter: the first 
secondary to a congenital heart condition, the other sec- 
ondary to hyperthyroidism. 

Before taking up coronary occlusion in great detail I 
shall speak briefly of the means of recognizing coronary 
occlusions. The time-honored method of opening the 
coronary artery with scissors is one that is eminently 
suited to destroy all evidence of any but the most clearly 
defined coronary occlusions. The point of the scissors 
will plow a path through all but the best established 
thrombus or atheromatous plaque, and the pressure by the 
blades of the scissors makes it most difficult to tell the ex- 
act nature of the lesion. As Dr. Leary has so clearly 
emphasized, transvere multiple sections of the coronary 
with a knife usually provide the most satisfactory visuali- 
zation of the extent of disease present and the degree of 
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encroachment by atheromatous or thrombotic changes on 
the lumen. Even superior to this method is the beautiful 
radiographic technic worked out by Dr. Schlesinger, of 
the Beth Israel Hospital, who, by means of colored ra- 
diopaque injection masses with subsequent roentgenog- 
raphy and dissection, is able not only to demonstrate 
vascular occlusions and anastomoses, but the portions of 
the heart supplied by the right and left coronary vessels 
respectively. 

The ideal method of detecting coronary lesions is that 
of Schlesinger, the next best multiple transection, the 
poorest the customary opening with scissors. It might not 
be amiss in this connection to remind you that the pres- 
ence of demonstrable infarction of cardiac muscle is not 
only contingent upon coronary occlusion but is also con- 
ditioned by the time elapsed between the occlusion and 
death. A coronary occlusion resulting in immediate death 
gives no evidence of infarction. The changes that permit 
us to recognize infarction grossly require a period of two 
or more hours between cutting off the blood supply, and 
death. Microscopic evidence of infarction probably ap- 
pears but little earlier. 

If one waits for evidence of cardiac infarction before 
making a careful search for coronary occlusion, many 
cases will be missed because death is often too rapid to 
permit alteration in the myocardium. On the other hand 
the mere finding of an occlusion does not necessarily mean 
that it was the cause of death. Unless the occlusion oc- 
curs in a major branch it is quite possible for the myo- 
cardium to weather the storm. I have seen large num- 
bers of old healed infarcts in a single heart. 

As has been repeatedly pointed out, due to anastomotic 
circulation no appreciable fibrosis or degeneration of the 
myocardium may occur in spite of the presence of defi- 
nite occlusion, particularly in the smaller branches. Gross 
evidence of recent infarction is present in about one 
quarter of the cases and in several instances both old 
and recent infarcts occur in the same heart. 

Congestive heart failure is infrequent. Four of the 26 
cardiac deaths were due to congestive failure: one a 
seventy-two-year-old woman who died twenty-nine days 
after cholecystectomy for a stone and who showed at 
autopsy several old and one recent infarct of the myocar- 
dium with occlusion of her left coronary; another a 
fifty-year-old man who died four days after a_ partial 
gastrectomy for ulcer and who showed at autopsy 
chronic vascular myocarditis without appreciable change 
in the larger vessels; another a sixty-nine-year-old man, 
dying two days after nephrostomy for calculus, whose 
heart showed chronic vascular myocarditis; and the last 
a sixty-nine-year-old male diabetic, dying twelve days after 
a Gritti‘Stokes amputation for gangrene, with chronic 
vascular myocarditis. 

When one considers that in this group of cases preopera- 
tive digitalization has not been the rule, the occur- 
rence of only 4 congestive deaths postoperatively in ten 
years is rather suggestive that routine preoperative digitali- 
zation is not an essential procedure in the elderly surgi- 
cal case. If coronary arteriosclerosis could be eliminated, 
the cardiac postoperative deaths would drop into practi- 
cal obscurity. 


Frank N. Allan, M.D. 


A woman came for examination complaining of “heart 
trouble” of unusual nature. She had been disturbed by 


Heart Noises. 


a noise synchronous with the heart beat which had ap- 
peared intermittently for two years. It frequently bothered 
her during the day, but was likely to be particularly 
troublesome when she was lying down at night. 


The 
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sound was so loud that it was heard for a considerable 
distance from the body. Not only the patient, but other 
people, could hear it; the latter even before the patient 
entered the room. She described it as resembling the 
splashing of water in a mill. 

The cause of the noise was discovered more or less by 
accident. She had moderately severe anemia which had 
not responded to treatment. X-ray examination of the 
gastrointestinal tract was made in order to see if there was 
any lesion responsible for loss of blood. It was found 
that she had a diaphragmatic hernia; a large part of the 
stomach was lying in the chest. The sound was produced 
through the action of the beating heart on the contents 
of the intrathoracic stomach. 


Tue Bioop SuGar ANp CircuLatory Function 1n D1a- 
BETES. Howard F. Root, M.D. 


The regulation of the concentration of sugar in the 
blood involves many factors, even if we omit, for the 
moment, consideration of those factors such as changes 
in blood and lymph volumes which would influence the 
total amount of glucose in the body. The blood-sugar 
concentration represents the resultant of oxidation storage 
and excretion on the one hand and formation and ab- 
sorption on the other. The relative constancy of the con- 
centration of blood sugar in the normal animal, a mani- 
festation of homeostasis in the words of Professor Can- 
non, is extraordinary since the production, storage, and 
utilization of sugar are effected by many hormonal and 
nervous factors. It must be remembered that in diabetes, 
where the insulin supply and its effectiveness are of chief 
importance, all the other factors which influence the blood 
sugar are still operating, and often in pancreatic diabetes 
there may be secondary disturbances in other endocrine 
glands and in other tissues which will affect carbohydrate 
metabolism. The concentration of the blood sugar then 
is to be regarded as an index for metabolic changes in the 
tissues. No student of diabetes regards the exact amount 
of sugar in the blood as itself of great significance, but 
there is no doubt that the variations in blood sugar are of 
tremendous importance because of the wide variety of 
changes to which the blood sugar may give the clue. 


HypoctycemiA Due To INsutin. Howard F. Root, M.D. 


The danger of hypoglycemia produced by doses of in- 
sulin has been greatly stressed. If one attempts to study 
the electrocardiograms of young diabetics, particularly 
children, before and after hypoglycemia produced by in- 
sulin, certain slight changes.do appear in the electrocar- 
diograms such as slight alterations in the height of the 
T waves, slight variations in the lengths of the P-R in- 
terval, changes in the height of the R wave and occasional 
extrasystoles. In this series, the attempt was made to 
produce only slight degrees of hypoglycemia in contrast to 
the studies made in Germany in which schizophrenics 
were observed who were undergoing treatment with pro- 
found hypoglycemia by means of insulin. In the latter 
cases the authors reported occasional changes in the T 
waves, the rare onset of auricular fibrillation, and variation 
in the length of the P-R interval, but their conclusions 
were the same as those with our young cases: (1) the 
changes do not bear a quantitative relation to the de- 
gree or the duration of hypoglycemia or to the amount of 
insulin used and (2) the changes are temporary and in- 
consequential. 

When hypoglycemia is so produced by insulin, striking 
differences in the clinical symptoms, particularly those 
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referable to the cardiovascular system, appear from patient 
to patient. For example, the pulse rate may be low- 
ered. In one instance, a young man who came into the 
Deaconess Hospital in profound hypoglycemia, the pulse 
rate was 62. This pulse rate remained constant even 
when he was struggling violently and was being held by 
three men. The first intravenous injection of glucose 
solution produced no effect. When the second one was 
finally accomplished, he suddenly became conscious and 
immediately the pulse rate increased to 85. On _ the 
other hand, in many instances the pulse rate rises material- 
ly with the blood pressure. One may interpret these 
changes as due to variations in the amount of adrenine 
called forth by the hypoglycemia. Why there are such 
variations from individual to individual is still a mys- 
tery. Certainly in the cases where the pulse rate is 
slowed it is reasonable to assume that the preponderant 
effect of the hypoglycemic state has been exerted upon the 
central nervous system and that the slowing of the heart 
rate is a vagus effect. 

In one young woman, a school-teacher, twenty-six years 
of age, who accidentally received an excessive dose of in- 
sulin and died after twenty-two hours of hypoglycemia, no 
pathologic changes at autopsy were observed. 

In older patients with coronary disease the danger of 
hypoglycemia would seem to depend upon adrenine re- 
sponse with increase in blood pressure and the increase 
in the work of the heart which, occurring suddenly, 
might conceivably be fatal. On the other hand, it must 
not be taken as a reason for omitting the use of insulin 
in older diabetics with coronary disease. If one tabulates 
patients who have died of coronary disease according to 
the length of insulin treatment it is clear that the longer 
such patients are treated with insulin, the longer they 
live. 


ExtreEME HypociyceMiA AND DiaBetic Coma. Howard 
F. Root, M.D. 


It has often been thought that the heart suffered a 
severe toxic injury during acidosis, although little evi- 
dence of such fact has really been brought forth, aside 
from occasional slight changes in electrocardiograms. In- 
deed, Hamilton and Faulkner concluded that such changes 
as occurred were due to changes in acid-base relations 
and were not of serious import. The following 2 cases are 
reported as illustrating a type of physiological test of car- 
diac function during severe coma. Each of these patients 
received more than 10,000 cc. of liquid given intra- 
venously and subcutaneously during a period of com- 
paratively few hours for the treatment of diabetic coma 
with anuria. 


Case 1. A woman, aged 31 years, was admitted with a 
blood sugar of 1194 mg. and a carbon-dioxide-combining 
power of 3 vol. per cent. She was first given salt solu- 
tion containing glucose. She became anuric and during 
the next 2 hours when no urine could be obtained the 
hlood pressure steadily fell until she was pulseless. A 
cannula was then tied into the vein and the intravenous 
salt solution continued until she had received 8000 cc. in- 
travenously. The blood pressure had risen and anuria was 
at an end after a period of 12 hours. 


Case 2. This woman, aged 25 years, similarly received 
glucose solution and salt solution, and as a result, the 
blood sugar rose from 700 to 1000 mg. and she became 
pulseless and anuric. Similar treatment brought back 
secretion of urine and a rising blood pressure, after a 
period of 12 hours. 


, 
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Neither case developed edema or any signs of cardiac 
failure. In young cases of severe diabetic coma with 
anuria, therefore, there is little evidence that diabetic 
—" exerts any seriously harmful effect upon the 
eart. 


SurcicAL TREATMENT oF Hypertension. Elmer C. 


Bartels, M.D. 


Some benefits for patients with severe types of hyperten- 
sion have been reported in recent years following the sur- 
gical interruption of the sympathetic fibers to the greater 
splanchnic region. Prior to 1937, operation was offered 
to a group of hypertensive patients who were usually more 
than fifty years of age and in whom evidences of great 
vascular change had taken place. It was evident that 
this group of 22 patients obtained subjective relief from 
the operation, although the blood pressure did not fall. 
In practically every instance in which headache was an 
outstanding symptom it was surprisingly relieved. Since 
the drop in blood pressure is the object of the operation, 
care has been used in selecting patients who are more 
likely to obtain a definite beneficial result. Certain 
criteria have been laid down in selecting patients for the 
operation. The patient must be under forty years of 
age, evidence of advanced vascular injury to visceral or- 
gans, revealed by tests of renal and cardiac function, must 
not be present, and the blood pressure must approach a 
normal level when the patient is under induced rest or 
intravenous Pentothal-Sodium anesthesia. These require- 
ments, of course, make the group of patients who are 
suitable for this operation small, and they make early 
diagnosis imperative. Early hypertension is usually 
asymptomatic, or evidence of nervous tension and occa- 
sional occipital headaches only are present. Many of the 
patients with hypertension who are suitable for this surgi- 
cal procedure will therefore be found only after a routine 
general examination. 

During 1937, 8 patients meeting the above requirements 
were subjected to operation. In all these cases the opera- 
tion was that devised by Adson, in which the greater and 
lesser splanchnic nerves are divided subdiaphragmatically 
and resected with the lateral portion of the celiac ganglia, 
with removal of the first and second lumbar ganglia and 
their rami. This approach permits bilateral exploration of 
the suprarenal glands. 

A summary of the results in this group of patients, 
from three months to one year after operation, gave 
the following results. One patient died of pulmonary 
embolus twenty days postoperatively. One patient with a 
very severe hypertension, having a diastolic pressure around 
140 mm., has had a normal blood pressure for one year. 
Three patients have had a definite drop in the blood pres- 
sure which has been maintained. The blood pressure, 
however, did not reach a normal level. Three patients 
of the group, although having a normal postoperative 
pressure, gradually developed a blood pressure almost 
equal to the preoperative level. 


GREATER BOSTON MEDICAL SOCIETY 


A meeting of the Greater Boston Medical Society 
was held in the Beth Israel Hospital on March 1. Dr. 
Kermit C. Rosen opened the meeting and introduced the 
speaker of the evening, Dr. Edward D. Churchill, who 
talked on “Present-Day Surgery of the Chest.” 

Dr. Churchill began by discussing the development of 
thoracic surgery. The members of the strictly anatomical 
school of surgeons, and at a later date, of the pathologi- 
cal school, were unable to treat thoracic conditions success- 
fully because they did not fully understand the physio- 


REPORTS OF MEETINGS 


657 


logic and biochemical features. These last two basic sci- 
ences have been especially important in the rapid advance 
of chest surgery that has been made in the past ten or 
fifteen years. The understanding of homeostasis, fluid 
balance, pressure relations, and so forth, are all impor- 
tant parts of a thoracic surgeon’s training. 

The treatment of tuberculosis by surgery gave a great 
impetus to all thoracic surgery, as have the improve- 
ments in x-ray, bronchoscopy, the injection of opaque 
substances and pneumothorax. The American Associa- 
tion of Thoracic Surgeons by its broad-minded, open-door 
policy through which it has allowed many doctors not 
primarily thoracic surgeons to become members, has 
greatly forwarded the advance of knowledge in_ this 
field. The influenza epidemic in 1918 left many cases of 
empyema which needed surgical treatment, and in this 
way forwarded thoracic surgery, but because of the de- 
forming operations then in vogue, greatly harmed this 
branch of medicine by putting it in disfavor in the minds 
of many doctors. 


Operations on the chest need be deforming only when 
the disease leaves a huge suppurating process within the 
thorax. Lung abscesses were discussed particularly in re- 
lation to extirpation of a part or all of one lung. Dr. 
Churchill pointed out that many cases eventually need 
surgery. For the surgical treatment of these cases he pre- 
fers two stages. By the first he creates adhesions and 
then opens the cavity and drains it in the second stage. 
These cavities may slowly close themselves, but some will 
not. Of those that remain open, some may be closed by 
inserting a muscle flap into the cavity, but others are too 
large for this procedure and it is in these cases that Dr. 
Churchill advocates removal of one lobe or occasionally of 
the entire lung. There may, of course, be more than one 
cavity and at times multiple abscesses may simulate 
chronic cystic disease of the lung. A chronic abscess is a 
distinct hazard to the patient, and there is also danger of 
complete destruction, hemorrhage, and so forth. In a 
few cases, primary extirpation is done before prolonged 
medical treatment is tried. This is especially true in 
abscesses involving multiple lobes of the lung, as they re- 
spond so poorly to drainage. These cases, of course, heal 
much more rapidly, and the end result is much more sat- 
isfactory and less deforming. The patients may have a 
stormy convalescence, and there is still a high postopera- 
tive mortality. 

Dr. Churchill also described bronchiectasis and its sur- 
gical treatment. He pointed out the manifold etiology 
of this condition and spoke of the lesions of the end 
stages. Bronchiectasis is not a clinical entity. Lipiodol 
injection is essential in its diagnosis and Dr. Churchill 
showed lantern slides demonstrating the frequent involve- 
ment of the left lower and right middle lobes in the same 
patient. This probably occurs because of the posture of 
the patient during coughing. The lingula of the left up- 
per lobe is diseased in about 35 per cent of the cases. At 
times the disease is entirely confined to the middle lobe 
of the right lung, and rarely to the upper lobe alone. Con- 
genital malformation giving a honeycombed lung was 
mentioned, as was also the type of bronchiectasis with ob- 
struction of the bronchus and collapse. 

Extirpation of the entire lung is at times necessary in 
the treatment of primary pulmonary carcinoma. The 


bronchus must be extirpated as high as possible in order 
to include the large nodes which are around the hilum. 
The nodes in this area are frequent sites of metastases, 
and at times, metastases are found in these nodes in the 
opposite lung. Bronchial obstruction is common in car- 
cinomatous involvement. It is necessary to make an early 
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diagnosis in these cases in order to obtain the best re- 
sults; and the size of the tumor is not related directly to 
the prognosis. Dr. Churchill pointed out that benign tu- 
mors may kill by infection or bronchial obstruction. 
Charts were shown to demonstrate the mortality in all 
cases done at the Massachusetts General Hospital. A total 
of 117 lobectomies were performed with a mortality of 
6.8 per cent. The mortality of total pneumonectomies was 
between 35 and 50 per cent. The technic of this method 
was discussed. One hundred cases of primary carcinoma 
of the lung were classified, and it was found that 51 per 
cent of these were epidermoid carcinoma of the squamous- 
cell type, 21 per cent adenocarcinoma, and 28 per cent 
oat-cell or undifferentiated types. 


NOTICES 


NEW ENGLAND HEART ASSOCIATION 


The next meeting of the New England Heart Associa- 
tion will be held at the Boston Medical Library on Mon- 
day, April 25, at 8:15 p. m. 


PROGRAM 


Heart Disease in Pregnancy at the Worcester City Hos- 
pital. Dr. F. B. Carr, of Worcester. 

Electrocardiographic Changes in Vitamin B Deficiency. 
Drs. C. C. Dustin, H. L. C. Weyler and C. P. Roberts, 
of Providence, Rhode Island. 

Gall-Bladder Disease and Coronary Sclerosis. 
Drake, of Portland, Maine. 

A Case of Hemophilia with Hemopericardium as a Result 
of Trauma. Dr. C. C. Dustin, of Providence, Rhode 
Island. 

Clinical Observations on the Use of Quinidine. Dr. 
James Z. Naurison, of Springfield. 

Auricular Flutter: Report of an unusual case with some 
remarks about the history of our knowledge of this 
disorder. Dr. Frank T. Fulton, of Providence, Rhode 
Island. 

Interested physicians and medical students are invited 
to attend. 


Dr. E. H. 


James M. Faucxner, M.D., Secretary. 


CARNEY HOSPITAL 


The monthly staff meeting and luncheon of the Carney 
sHospital will be held at the Carney Hospital on Monday, 
April 18, at 11:30 a. m. 


PROGRAM 


Case Report: Vesico-vaginal fistula treated by colpocleisis. 
Dr. L. E. Phaneuf. 
Occiput Posterior Positions and Their Management. Dr. 
B. F. Macchia. 
Discussion by Drs. J. J. Meehan, F. Fortin and E. L. 
Kickham. 
Physicians and medical students are invited to attend. 


R. J. Herrernan, M.D., Secretary. 


MASSACHUSETTS SOCIETY 
FOR SOCIAL HYGIENE 


The annual meeting of the Massachusetts Society for 
Social Hygiene will be held in the State Suite Salon of the 
Copley-Plaza Hotel, Boston, on Friday, April 22, at 
4:00 p. m. 

Dr. George G. Smith, president, will review the work 
of the past year and Mr. Lester W. Dearborn will report 
on the progress of the counseling service of the society. 
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The guest speaker, the Honorable Kenneth D. John- 
son, former special justice of the district court of East 
Norfolk, will speak on “Marriage — Can It Be Adjusted?” 

The meeting will be open to the public without charge 
and a special invitation is extended to all physicians, medi- 
cal students, nurses and social workers. 


Mrs. S. W. Secretary. 


NEW ENGLAND SOCIETY 
OF PHYSICAL MEDICINE 


The regular meeting of the New England Society of 
Physical Medicine will be held at the Ring Sanatorium 
and Hospital, Arlington Heights, on Wednesday evening, 
April 20, at 8:00. 

Dr. William Benham Snow, associate in medicine, Col- 
lege of Physicians and Surgeons, Columbia University, 
and director of physical therapy, Columbia-Presbyterian 
Medical Center, will speak on “The Rationality, Practi- 
cability and Limitations of Induced Fever as a Therapeutic 
Agent.” Discussion by Dr. Michel Pijoan and Dr. Hosea 
W. McAdoo. 

The Council will meet at 6 o'clock, and dinner will be 
served in the main dining room of the Sanatorium at 
6:30 p. m. 

All members of the medical profession are cordially 
invited to attend. 


D. McFre, M.D., Secretary. 


LAWRENCE CANCER CLINIC 


A special Lawrence Cancer Clinic, to be held at the 
Lawrence General Hospital, 1 Garden Street, Lawrence, 
on Tuesday, April 26, at 10:00 a. m., will be a demonstra- 
tion and teaching clinic for physicians, with Dr. Channing 
C. Simmons present as consultant. Physicians of the 
north half of Essex County are invited to accompany any 
of their patients whom they desire to have this service or 
to send them with a note. <A report will be returned to 
every physician who sends a patient. The service is gratis. 
Any physician is welcome to attend the clinic. 

A series of cured cancer cases will also be presented. 

This clinic is endorsed by the Committee on Postgrad- 
uate Instruction of the Massachusetts Medical Society. 

Roy V. Baketer, M.D.., 

Cuartes J. Burcess, M.D., 

Joun J. M.D., 

Harry H. Nevers, M.D., 

Tuomas V. Uniac, M.D., 

J. Forrest Burnuam, M.D., Chatrman. 


NEW ENGLAND 
PATHOLOGICAL SOCIETY 


There will be a meeting of the New England Patho- 
logical Society at the Worcester City Hospital, on Thurs- 
day, April 21, at 8:00 p. m. 


PROGRAM 
Monocytic Leukemia with a Report of Two Cases. Dr. 


Louise M. Norton. 

A Study of Lymphoid Nodules in Bone Marrow. Dr. Rob- 
ert Williams. 

A Study of Central Autolysis of the Adrenal Glands. Dr. 
William Freeman. 

Members of the medical profession are cordially invited 
to attend. 
J. B. Hazarp, M.D., Secretary. 
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BOSTON CITY HOSPITAL 


A symposium on pulmonary disease will be held on Sat- 
urday, April 23, at 10:15 a. m., in the Dowling Amphi- 
theater. The papers to be presented are as follows: 


Pneumonia. Dr. Maxwell Finland. 
Pulmonary Tuberculosis. Dr. Theodore L. Badger. 
Clinical Aspects of Pulmonary Disease. Dr. John A. Foley. 
Locating Empyema. Dr. Francis W. Palfrey. 
Pulmonary Abscess. Dr. Louis M. Freedman. 
Pulmonary Surgery. Dr. John W. Strieder. 
Discussion. Dr. Horace Binney. 
Ropert M. Green, M.D., Chairman, 
Committee on Hospital Clinics. 


BOSTON SOCIETY OF PSYCHIATRY 
AND NEUROLOGY 


The next meeting of the Boston Society of Psychiatry 
and Neurology will be held at the Boston Medical Li- 
brary, 8 Fenway, on Thursday evening, April 21, at 8:15. 


PROGRAM 

Relief of Unilateral Paralysis Agitans by Section of the 
Pyramidal Tract. (Moving picture demonstration and 
presentation of case.) Dr. Tracy J. Putnam. 

Electromyographic Studies in Spastic Conditions and in 
Paralysis Agitans. Dr. Paul Hoefer and Dr. Tracy 
J. Putnam. 

Results in the Treatment of Chronic Alcoholism by Ben- 
zedrine: A preliminary report. Dr. Wilfred Bloom- 
be 


The Incidence and Age of Cessation of Enuresis in One 
Thousand Neuropsychiatric Patients. Dr. Joseph J. 
Michaels and Sylvia E. Goodman. 


H. Houston Merritt, M.D., Secretary. 


JOINT MEETING OF THE SUFFOLK DISTRICT 
MEDICAL SOCIETY AND THE BOSTON 
SURGICAL SOCIETY 


There will be a joint meeting of the Suffolk District 
Medical Society and the Boston Surgical Society at the 
Boston Medical Library, 8 Fenway, on Wednesday eve- 
ning, April 20, at 8:15. 

Dr. Augustus Thorndike, Jr., will speak on “Trauma In- 
cident to Sport and Recreation: Diagnosis and_ treat- 
ment.” The paper will be discussed by Drs. Bernard A. 
Godvin, Henry H. Faxon and Charles C. Lund. 

Joun P. Monks, M.D., Secretary, 
Suffolk District Medical Society. 
GrantLey W. Taytor, M.D., Secretary, 
Boston Surgical Society. 


HARVARD MEDICAL SOCIETY 

The next meeting of the Harvard Medical Society will 
be held on Thursday, April 21, in the Peter Bent Brig- 
ham Hospital amphitheater (Shattuck Street entrance), at 

8:15 p.m. Note change from usual day of meeting. 

PROGRAM 

Adrenalin Sensitivity in Hyperthyroidism. Dr. Emil 
Goetsch, professor of surgery, Long Island College of 
Medicine. 

The Value of Antitoxin in Scarlet Fever. Dr. Francis 
G. Blake, Sterling Professor of Medicine, Yale Uni- 
versity School of Medicine. 

Medical students and physicians are cordially invited to 
attend, 
N., Futon, M.D., Secretary. 


NOTICES 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, Aprit 18 


Monpay, Aprit 18 


*11:30 a.m. Carney Hospital. Monthly staff meeting and luncheon. 


Wupnespay, 20 
*9-10 a. m. Boston Dispensory. 
Thannhauser. 
*12 m.  Clinicopathological conference. 
theater 
8:15 p.m. Joint meeting of the Suffolk District Medical Society and 
the Boston Surgical Society. Boston Medical Library, 8 Fenway. 


Hospital case presentation. Dr. S. J. 


Children’s Hospital amphi- 


Tuurspay, Aprit 21 


8:30-9:30 a. m. Exchange visit, surgical and orthopedic staffs of the 
Peter Pent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. Rounds conducted by Emil Goetsch, 
professor of surgery, Long Island College of Medicine, surgeon-in- 
chief, Long Island College Hospital, Brooklyn; surgeon-in-chief, 
pro tempore, Peter Bent Brigham Hospital. 


*9-10 a. m. Boston Dispensary. Follow-up of interesting diagnostic 
problems; = of former diagnostic hospital patients. 
Dr. H. G. Brugsc 


8:15 p. Boston of Psychiatry and Neurology. 
Medical Library, 8 Fenway. 


*8:15 p. m. Harvard Medical Society, Peter Bent Brigham Hospital 
amphitheater. 


Boston 


Fripay, Aprit 22 


*9-10 a. m. Boston Dispensary. Surgery of Peripheral Vascular System. 
Dr. James C. White 
*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


*4 p.m. Massachusetts Society for Social Hygiene. 


State suite salon, 
Copley-Plaza Hotel, Boston. 


SarurDAY, Apri 23 
*9-10 a. m. Boston Dispensary. 
Thannhauser. 


"10 a. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 

10:15 a. m. Symposium on pulmonary disease. 
Dowling amphitheater. 


Hospital case presentation. Dr. 


Boston City Hospital. 


Sunpay, AprRIL 24 


4 Illustrated, public, health lecture, Faulkner Hospital audi- 
torium, Syphilis: Its cause, prevalence and eradication. Dr. Frank- 
lin Balch, Jr. 


*Open to the medical profession. 


Aerit 18 — Boston Medical History Club. Boston Medical Library, 8 Fen- 
way, Boston. 


Arai 18 — Carney Hospital. Page 658. 


Aprit 18, 19 and 20— Thomas William Salmon Memorial Lectures. 
Page 450, issue of March 10, 


Aprit 20 —- New England Society of Physical Medicine. 
Aprit 20 —- South End Medical Club. Page 623, issue of April 7. 
Apri 21 — Harvard Medical Society. Notice above. 
Aprit. 21 —- Boston Society of Psychiatry and Neurology. 
Avrit 21 — New England Pathological Society. Page 658. 


Apri. 22 — Symposium in honor of Dr. Jelliffe. Page 583, 
March 31. 


Aprit. 22 — Massachusetts Society for Social Hygiene. Page 658. 


Aprit 23 — Massachusetts Memorial Hospitals, annual reunion of house 
officers’ alumni association. Page 546, issue of March 24. 

23 Symposium on pulmonary disease. 
Notice above. 

25 — New England Heart Association. 

Aprit. 26 — Lawrence Cancer Clinic. Page 658. 


Aprit 26 — New England Society of Psychiatry. 
ruary 17, 


Page 658. 


Notice above. 


issue of 


Boston City Hospital. 


Page 658. 


Page 322, issue of Feb- 
May 12 — Pentucket aeaseatine of Physicians. 
Sureet, Haverhill, 8:30 5 


May 16 and 17 gt he Neisserian Medical Society. 
of March 31. 


May 31, June 1 and 2— Annual meeting of the Massachusetts Medical 
— Hotel Bradford, Boston. 


June 6, 7, 8, and 9— American Association of Industrial Physicians. 
"499. issue of 


June 13-17 — American Medical Association. San Francisco. 


June 13, Ocroper 8 and Novemper 15 — American Board of Ophthal- 
mology. Page 282, issue of February 10. 

SeptemMBer 12-14— American Association for the Study of Goiter. 
545, issue of March 24. 


Ocroper 17-21 — Clinical Congress of the American College of Surgeons, 
New York City 


Ocroper 24- ae of Physical Medicine, Scientific Session. Wash- 
ington, D. C 


Hotel Bartlett, 95 Main 


Page 582, issue 
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District MEpIcaL SoctETIEs 


BRISTOL SOUTH 
May 5—5 p. m., New Bedford. 


ESSEX SOUTH 
May 5 — Censors meet at Salem Hospital, 3:30 p. m. 


May 11 — Annual meeting, Salem Country Club, Peabody. 
7 p.m. Speaker and subject to be announced. 


Dinner at 


FRANKLIN 


Meeting will be held at the Franklin County Hospital, Greenfield, at 
11 a. m. the second Tuesday of May. 


HAMPDEN 
Meetings wiil be held on the fourth Tuesday in April and July. 


HAMPSHIRE 
May 11 — Page 546, issue of March 24. 


MIDDLESEX EAST 
Meeting will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on May ll. 


MIDDLESEX NORTH 
Meeting will be held at the Vesper Country Club, Lowell, on April 27. 


NORFOLK DISTRICT 

May — Annual meeting. 

The censors meet on the first Thursdays of Mav and November in each 
year. 


NORFOLK SOUTH 
May 5 — Annual meeting, at 12 noon. 


PLYMOUTH 
Meetings will be held at 11 a. m. on April 21, May 19 and July 21. 


SUFFOLK 


Aprit 20 — Joint meeting of the Suffolk District Medical Society and the 
Boston Society. Page 659. 


WORCESTER 


May 11— Afternoon and evening, annual meeting. Place and schedule 
of program to be announced. 


BOOKS RECEIVED FOR REVIEW 


Health Insurance: The next step in social security. 
Louis S. Reed. 281 pp. New York and London: Harper 
& Brothers, Publishers, 1937. $5.00. 


A History of Women in Medicine: From the earliest 
times to the beginning of the nineteenth century. Kate 
Campbell Hurd-Mead. 569 pp. Haddam: The Haddam 
Press, 1938. $6.00. 


Collected Papers on Tuberculosis, Sit Robert W. Philip. 
60 pp. New York: Oxford University Press; London: 
Humphrey Milford, 1937. $7.50. 

The Compleat Pediatrician: Practical, diagnostic, thera- 
peutic, and preventive pediatrics. Wilburt C. Davison. 
Second edition. 243 pp. Durham, N. C.: Duke Univer- 
sity Press, 1938. $4.00. 

Practical Bacteriology, Haematology and Animal Para- 
sitology. E. R. Stitt, Paul W. Clough, and Mildred C. 
Clough. Ninth edition. 961 pp. Philadelphia: P. Blakis- 
ton’s Son and Company, Inc., 1938. $7.00. 

A Textbook of Hematology. William Magner. 395 
pp. Philadelphia: P. Blakiston’s Son and Company, Inc. 
1938. $4.50. 

A Textbook of Ophthalmology. Sanford R. Gifford. 492 
pp. Philadelphia and London: W. B. Saunders Com- 
pany, 1938. $4.00. 

Claude Bernard, Physiologist. J. M. D. Olmsted. 272 
p. New York and London: Harper & Brothers, Pub- 
lishers, 1938. $4.00. 
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Mentality and Homosexuality. Samuel Kahn. 249 pp. 
Boston: Meador Publishing Company, 1937. $3.00. 


In this volume, Dr. Kahn gives a description of homo- 
sexuality to determine the peculiarities of the homosexual 
and the causes, diagnosis, prognosis and therapy of this 
particular inversion. He has accumulated a mass of valu- 
able material on male and female homosexuals, but this 
material is limited more to its descriptive than to its dy- 
namic aspects. The fundamental psychoanalytic theories 
are reviewed rather meageriy; for instance, there is no 
reference to Freud’s important contribution on the psy- 
chogenesis of female homosexuality. 

The author’s studies are based on material from Black- 
well’s Island, at the New York County Penitentiary for 
male prisoners and at the Women’s Workhouse for women 
prisoners, about five hundred cases in all. Seventy-five of 
these are described in detail with their clinical histories 
and psychometric tests. It is pointed out that latent homo- 
sexuality is particularly apt to become active when groups 
of men with restricted liberties congregate together; but 
it is the sexual invert or pervert who lives in the com- 
munity that is most apt to commit sexual crimes. The 
reviewer would emphasize that inverts or perverts are not 
responsible for their abnormal sexual acts; they are not 
“degenerates” according to the popular viewpoint and 
should not be punished, or threatened with punishment, 
for their sexual abnormalities, as such procedures do not 
cure a homosexual. What the homosexual needs is not 
criticism but sympathetic understanding; and yet, at the 
same time, homosexuality should not be idealized, as it 
has been by some writers, because certain great men and 
women have been homosexuals. 

According to the author, the only radical therapy for 
homosexuality is psychoanalysis but, even with this ther- 
apy, the prognosis should be guarded. He emphasizes 
that the average intelligence of the homosexual in penal 
institutions is somewhat higher than that of the non- 
homosexual inmates. However, the reviewer must point 
out that intelligence tests and intelligence quotients throw 
no light upon the total personality of the homosexual. 

The volume deals with the methods of examination, 
which are important since the patient tries to conceal his 
homosexuality rather than to speak freely of it as he 
does in private psychiatric work, and with the various 
psychological, physical and sociological factors which ap- 
pear to be most characteristic in the development of homo- 
sexual trends; and, even if it gives a limited insight 
into the psychogenesis of homosexuality, yet it provides 
a convenient working manual for those who have to deal 
with these particular problems in penal institutions. 


A History of Women in Medicine: From the earliest times 
to the beginning of the nineteenth century. Kate 
Campbell Hurd-Mead. 569 pp. Haddam: The Had- 
dam Press, 1938. $6.00. 


This book, like so much that has appeared in America 
in the last thirty years, is the direct result of the influ- 
ence of William Osler. In 1890 the author was inspired 
by the programs of the Historical Club of the Johns Hop- 
kins Hospital, and was much enlightened by the wit and 
erudition of Osler, Welch and Kelly. At that time she 
began a study of woman's place in the development of 
medicine. This was carried out intermittently from 
1890 to 1925 in association with her active private prac- 
tice. On her retirement, however, she began devoting long 
hours to actual historical research and for two years spent 
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the greater part of her time in the British Museum Li- 
brary. The book under review is the result of her efforts. 

The subject is covered adequately from ancient times 
through the end of the eighteenth century. The author 
seems not to have missed any important woman physician 
in the history of medicine and many historians will be grate- 
ful to her for bringing to light the names of many pre- 
viously unknown. Naturally, her best efforts are directed 
toward Trotula, the great woman physician of Salerno. 
There seems to be no one quite so outstanding as this 
woman physician and teacher in the whole history of fe- 
male medicine. Long chapters follow on the medical 
women of the twelfth through the eighteenth centuries, 
each century receiving a careful analysis of thirty to forty 
pages. In addition, the book is profusely illustrated, but, 
unfortunately, neither the plates nor the figures are num- 
bered and there is no reference to them in the text. The 
references to the literature, given as footnotes to each page, 
are, in general, correct, but their form is irregular and 
the use of “op. cit.” is greatly to be deplored. The book 
is fairly well printed and has an adequate index. In gen- 
eral, it speaks for the scholarly work of the author and 
must be considered the outstanding volume on_ this 
subject. 


The Conquest of Cholera: America’s greatest scourge. 
J. S. Chambers. 366 pp. New York: The Macmillan 
Company, 1938. $4.75. 


This book has held the reviewer's attention from cover 
to cover. The author presents an absorbing story of the 
halting progress of scientific truth in a dramatic field of 
medical history. 

The several epidemics of cholera which have swept over 
our country in the past are portrayed in a vivid and pleas- 
ing style. Apt quotations from contemporary sources 
contribute high lights as well as dark shadows to the 
picture. 

The text is scholarly, well documented and reveals study 
of the subject along very broad lines. This book can be 
read with profit as well as pleasure not only by physi- 
cians and medical students but also by laymen. 


Claude Bernard, Physiologist. J. M. D. Olmsted. 272 pp. 
New York and London: Harper & Brothers, Publish- 
ers, 1938. $4.00. 


Claude Bernard may be rightfully designated as the 
father of modern physiology. His life is therefore of 
great interest to all physicians. Born of relatively obscure 
parents, he started his career by writing a play while 
he was working in a pharmacy to earn his living. Taking 
the play to Paris, he was advised not to adopt literature, 
but to study medicine. This he promptly did, although 
he never entered into practice. He soon saw the great 
opportunity open to him, in the middle of the nineteenth 
century, for physiological experimentation, and having 
a sort of intuitive power for investigation with assur- 
ance and precision of action, he shortly discovered the 
glycogenic function of the liver and the important part 
that the brain plays in carbohydrate metabolism. Most of 
his early work had to do with digestion, particularly the 
function of the pancreas. Later he turned to the action of 
nerves, muscle physiology and the effects of poisons. 

A contemporary of Pasteur, he was considered by many, 
during his life, as the greater man, Pasteur, however, 


has grown with the years, whereas Bernard’s influence, 
except in the strict field of physiology, has not been 
widely appreciated. Professor Olmsted’s book will do 
much to overcome this point of view. The first half of the 
book deals with the biography of the man, while in the 
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latter half his discoveries are taken up in detail. Well 
illustrated and carefully documented, this book is a dis- 
tinct addition to medical biography and should be widely 
read. 


Collected Papers on Tuberculosis. Sir Robert W. Philip. 
460 pp. New York: Oxford University Press, London: 
Humphrey Milford, 1937. $7.50. 


Sir Robert Philip is an outstanding authority on tu- 
berculosis. He graduated from medical school in 1882, 
the year when Koch announced the discovery of the tuber- 
cle bacillus and ever since has been a leader in the Brit- 
ish campaign for the eradication of the disease. The 
present volume presents twenty-four papers and addresses 
covering the period from 1898 to 1934. Here are sum- 
marized the writer’s contributions to science and society. 

Most of the papers have to do with the organization of 
the agencies which have been developed to fight tubercu- 
lous infection. The author has worked for the establish- 
ment of the dispensaries, sanatoriums, hospitals for ad- 
vanced cases, tuberculosis colonies, and so on. He was also 
a prime mover in the effort to make compulsory the re- 
porting of cases of pulmonary tuberculosis. Of particular 
interest is the last paper entitled, “Musings in the Gar- 
den: Fifty years’ association with the tubercle bacillus.” 

On the scientific side, the author has stressed the open- 
air treatment of the disease, and still believes that tubercu- 
lin plays an important part in the treatment as well as in 
diagnosis of tuberculosis. He also makes a great point 
of the importance of tuberculous infection in the lym- 
phatic system, and thinks that tubercle bacilli are usually 
carried to the lungs not by direct inhalation but through 
the lymphatics after having penetrated the mucous mem- 
brane of the pharynx. 

These papers are of historical importance, and make in- 
teresting reading. 


Handbook on Nasal Accessory Sinuses. Frank L. Allo- 
way. 121 pp. Kingsport, Tennessee: Kingsport 
Press, Inc., 1937. $2.00. 


This small handbook of 120 pages, two thirds of which 
is devoted to operative procedures on the nasal sinuses, is 
essentially a collection of lectures. The early chapters 
deal briefly with anatomy, symptomatology, pathology and 
diagnosis. 

It is evident that the subject would make an interesting 
presentation to students if supplemented by charts and 
anatomical and clinical demonstrations. The almost total 
lack of illustrations, either anatomical or clinical, so re- 
duces the effectiveness of the text as to leave one in 
doubt for whom the book is intended. Any specialist 
sufficiently versed in operative technic so as to need no 
textual illustrations would find little that he does not 
already know. For the general practitioner for whom 
sinus surgery is utterly outside his field, the rather brief 
presentation of symptomatology and diagnosis would not 
seem adequate, even if perused for more than “a few 
hours.” The masquerading of empyema as “emphysema” 
and “emphyema” leaves something to be desired in proof- 
reading. 


The Management of the Pneumonias: For physicians and 
medical students. Oxford Medical Publications. Jesse 
G. M. Bullowa. 508 pp. New York: Oxford Univer- 
sity Press, 1937. $8.50. 


This is a timely book. It treats very well the whole prob- 
lem of the management of the pneumonias. However, 
it is of especial interest to physicians who are dealing with 
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comparatively large numbers of pneumonia patients, be- 
cause it takes up the discussion of the different types of 
pneumococci, their relative frequency in the pneumo- 
nias of adults and children, the varying clinical pictures 
produced by each type, and the results of serum treatment 
in the types for which a serum is available. The conclu- 
sions are drawn, for the most part, from the study of over 
6000 cases observed at the Harlem Hospital during the pe- 
riod from July 1, 1928 to June 30, 1936. 

Besides the directions for the routine use of serum, there 
is detailed discussion of lung taps, their use, and dan- 
gers in obtaining pneumococci for typing; agglutination 
tests and their value in determining whether sufficient 
serum has been given; the use of serum in hypersensitive 
cases; oxygen therapy and the relative merits of different 
types of apparatus; the treatment of pulmonary edema; 
and a short section on the use of rabbit serum and sul- 
fanilamide. 

One notes with interest that “our Harlem Hospital ex- 
perience is not sufficient to establish statistically the value 
of serum therapy for Pn. II.” It seems a little strange 
that the author should have to combine his figures with 
those from the Boston City Hospital to find a significant 
reduction in the death rate of the serum-treated cases. 

The author is in error when, in discussing the differen- 
tial diagnosis of lobar pneumonia and pulmonary tubercu- 
losis, he says, “A low blood count with a relative lympho- 
cytosis suggests tuberculosis.” Such a blood is that of 
healing pulmonary tuberculosis, and not that of active 
tuberculous infection. 

Rapid progress is being made in the management of 
pneumonia and any statistics are certain to lose some of 
their usefulness, but this book is the only work avail- 
able which covers all of today’s needs. Anyone seeing 
more than a few pneumonia cases will need this book 
to guide his treatment of patients in the next few months, 


Step by Step in Sex Education. Edith Hale Swift. 207 
pp. New York: The Macmillan Company, 1938. 
$2.00. 


This book, indirectly the result of problems arising in the 
author’s own family, undertakes to show in a specific way 
how the sex education of children between two and twen- 
ty can be successfully carried out at home. With the 
scope and character of the teachings no one could quarrel; 
the method of presentation — that of dramatized conver- 
sations between father, mother, son and daughter — be- 
comes, despite the fact that in a way it adds force, a little 
wearisome. The most effective sex teaching comes general- 
ly in response to the child’s questions, but one wonders 
whether Dr. Swift does not presuppose a greater knowl- 
edge of sex physiology, venereal disease, and the like, 
on the part of the parents, than the majority of them 
possess or are likely to possess, even in this age of popu- 
larized science. The conscientious parent will ground 
himself as well as possible in anticipation of the inevitable 
questions; then he will find this book as good as any to 
help him in the effective conveyance of the facts. 


Injuries and Diseases of the Hip: Surgery and conservative 
treatment. Fred H. Albee, assisted by Robert L. Pres- 
ton. 298 pp. New York: Paul B. Hoeber, Inc., 1937. 
$5.50. 


This is a book of three hundred pages concerning the 
various injuries and diseases of the hip joint. It is very 
well illustrated by x-ray photographs and especially by the 
line drawings showing surgical technic. 
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The largest portion of the book is devoted to fractures 
of the hip and congenital dislocations. In the first group 
of cases the author emphasizes his own method of bone 
graft from the tibia, both in fresh and old fractures, al- 
though he does describe other methods. This makes it 
not a textbook but one in which the author’s own tech- 
nic is described. 

The portion dealing with congenital dislocations em- 
phasizes the operative technic that he uses in the so-called 
shelf operations. 

It is a book for the orthopedic surgeon rather than the 
general practitioner. 


Love and Happiness: Intimate problems of the modern 
woman. 1. M. Hotep. 235 pp. New York and Lon- 
don: Alfred A. Knopf, 1938. $2.00. 


Modern woman, invested with a freedom never before 
accorded to her sex, is faced with new and pressing 
problems, particularly those centering about sex. To state 
some of these problems and to give reasons for and against 
one or another of the available solutions is the author’s 
object in writing this book. Unnamed though he prefers 
to remain it is obvious that he is a man of wide experi- 
ence, of liberal and independent thought, broadly tolerant 
of the biologic urges, and even the frailties, of human- 
kind. And he writes very well indeed. Being eminently 
modern he does not hesitate to call a spade a spade, but 
there is not a trace of pornography in his discourse. It is 
a book which should help many women to a better insight 
of their personal problems. The only ones who will be 
offended are those who still adhere to the regulations of 
sexual conduct solely by authority. 


Introduction to Ophthalmology. Peter C. Kronfeld. 331 | 
pp. Springfield, Illinois, and Baltimore: Charles C 
Thomas, 1938. $3.50. 


This book is designed as a second reader for students 
in ophthalmology. It contains no exposition of methods 
for ophthalmic examination, and no details for diagnosis 
or treatment. 

Diseases and abnormalities of the eye are discussed in 
terms of pathogenesis, correlating the recent advances 
in fundamental sciences with clinical ophthalmology. 

The text contains 331 pages, with 32 illustrations and 
5 plates, all in black and white, and an adequate index. 

It is a work to be studied with interest and profit by 
anyone who has completed a beginner’s course in oph- 
thalmology. 


Essentials of Prescription Writing. Cary Eggleston. Sixth 
edition, revised. 155 pp. Philadelphia and London: 
W. B. Saunders Company, 1938. $1.50. 


This admirable book now appears in the sixth edition, 
revised in conformity with the eleventh edition of the 
U.S. Pharmacopoeia and the sixth edition of the National 
Formulary. It is compact in matter and form, indispen- 
sable to the medical student and may be of no little help 
to many physicians in writing properly composed and ac- 
curate prescriptions. The section on Latin grammar 
might well be learned by anyone, although this reviewer 
agrees with the author that prescriptions to be filled in 
this country should be written in English. 

While the apothecary’s system of measure is in wide use 
and sanctioned by tradition in many of the older hospi- 
tals, the reviewer is also inclined to agree with the author 
that the metric system should be used. 


